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a way of escape 
from allergy 


CO-PYRONIL 


(Pyrrobutamine Compound, Lilly) 


acts fast to provide 
unusually long-lasting relief 


EACH PULVULE PROVIDES: 
‘Pyronil’ (Pyrrobutamine, Lilly). + 15mg, 


‘Histadyl’ (Thenylpyramine, Lilly) 25mg. 
‘Clopane Hydrochloride’ (Cyclopentamine 


USUAL DOSAGE: 2 or 3 puivules daily 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. essors 
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for appropriate medical management of epilepsy 


the Parke-Davis family of anticonvulsants 


...an anti-epileptic for every clinical need 


« complete control of seizures in many patients 


« reduced incidence and severity of seizures in many others 


for grand mal and psychomotor seizures 


Dilantin 


elontin 


Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms 
—including Kapseals® of 0.03 Gm. and 
0.1 Gm. in bottles of 100 and 1,000. 


Kapseals (Dilantin 100 mg., phenobar- 
bital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 


Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. 
Suspension, 250 mg. per 4-cc. teaspoon, 
16-ounce bottles. 
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in each of these indications 
for a tranquilizer cee 


SR is a cardiac patient. His doctor 
put him on ATARAX because (4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (4)it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1 mg. tablets or 
1-2 i. ‘Syrup t.i.d. hao one 25 mg. 


tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup. pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


gives you an  Qoeria 


extra benefit 


New York 17, New Yo 
Chas. 
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In Biliary Distress 
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ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


®@ Zanchol produces a bile low in sediment. 
@ Zanchol enhances the abstergent quality of bile. 


®@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


®@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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USE 


POLYSPORIN 


brand 


POLYMYXIN B~BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥o 
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when eating moves outdoors... 
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CREMOSUXIDINE 


SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIA 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 


and ruin summer days. 


CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 


mucosa. 
Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


CREMOSUXIDINE and SULFASUXIDINE 
are trade-marks of Merck & Co., Inc. 
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Glucose Tolerance Test* 


o* 
AN 


AMES 
——— 66-year-old man with early diabetes 


TM. ; 
CLINIQUICK man with pseudodiabetes 


CLINICAL BRIEFS following gastric resection 
FOR MODERN PRACTICE ! *Constam, G. R.: Northwest Med. 56:919, 1957. 


besides diabetes, what diseases may cause 


symptoms of polyuria, polydipsia, increased 
fatigability and loss of weight? 


Various renal diseases with isosthenuria, portal obstruction, functional 
dipsomania, hyperparathyroidism, acromegaly, primary aldostero- 
nism, chronic mercury poisoning, hypervitaminoses A or D, Hand- 
Schiiller-Christian lipoidosis, fructosuria, pentosuria and sucrosuria.* 


COLOR-CALIBRATED CLINITEST® 


Reagent Tablets 


the STANDARDIZED urine-sugar test for reliable quantitative estimations 


¢ full color calibration, clear-cut color changes 

¢ established “plus” system covers entire critical range 

¢ standard blue-to-orange spectrum long familiar to diabetics 
* unvarying, laboratory-controlled color scale 


(sy AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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Comments by investigators on 


(Methocarbamo!l Robins, U.S. Pat. No. 2770649) 


—the remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 


PUBLISHED REFERENCES: 1. Carpenter. E. Southern Medical Journal —_— 1958. 

2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. ‘Line, d. E. B., dr.: Pharm 

1957. 4. Morgan, A. M., Truitt, B., Jr., and Little, J. M.: J. 
Pha 


rm. Ed. 46:374, 1957. S$. O'Doherty, D. ... and Shields, C. D.: J.A.M.A, 
sen: 160, H. W.: J.A.M.A. 167:168, 1958. 7. B., and Patterson, 

B., Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, Jr... Patterson. R. B., 
Morgan, A . M,, and Little, J. M.: J. Pharm. & Exper. Therap. iagii8s. 1957. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 


Robaxin Beneficial in 95.67% of Cases of Acute Skeletal Muscle Spasm'*-*->-° 


NO. 
CONDITION PATIENTS RESPONSE 
STUDY 1° “marked” | moderate slight | none 
Skeletal muscle 
spasm secondary to 
acute trauma 33 26 6 1 — 
2? “‘pronounced”’ 
Herniated disc 39 25 13 — 1 
Ligamentous strains 8 4 4 
Torticollis 3 3 
Whiplash injury 3 2 1 — oum 
Contusions, 
fractures, and 
muscle soreness 
due to accidents 5 3 2 on 
stuby 3° “excellent” 
Herniated disc 6 2 — 
Acute fibromyositis 8 8 — — — 
Torticollis 1 ome 
stupy 4° “significant” 
Pyramidal tract 
and acute myalgic 
disorders 30 27 — 2 1 
TOTALS 138 104 28 
| (75.3%) (20.3%) 


Robax 


THE JOURNAL 


“In the author's clinical e 
ence, methocarbamol has a 
forded greater ; relief of muscle 
spasm and pain for a longer 
period of time without undesir- 


THE JOURNAL | 


Americas 


THE JOURNAL | 


American teseriatien 


Southem 
Medical foumnal | 


“This study has demonstrated 
that methocarbamol (Robaxin) is. 
a superior skeletal muscle relax- 
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A Vacation from Hay Fever 


is a Real Vacation 
ANYWHERE — ANYTIME 


Just a “poof” of fine NIZ spray 
brings relief 1n sECONDS, FOR HOURS 


NIz provides day and night relief 
from stuffy, sneezing, running noses 
and watery eyes. 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 


— dependable vasoconstrictor NASAL SPRAY 


and decongestant. 
Thenfadil® HCl, 0.1% Supplied in leakproof, 


— potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc. ~<. 
Zephiran® Cl, 1:5000 Ss 
— antibacterial wetting 
agent and preservative. 


LABORATORIES 
New York 18, N.Y. 
NTZ, Neo-Synephrine (brand of phenylephrine) , Thenfadil 
(brand of thenyldiamine), and Zephiran (brand of benzalkonium, 
as chloride, refined), trademarks reg. U.S. Pat. Off. 
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to relieve 


CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


oo DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
) a8 diuresis, with reduction of edema, weight, blood pressure, and albuminuria. .. . 
ao The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 
and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


OiuRit is a trademark of Merck & Co., Inc, 


©1958 Merck & Co., Inc; 


MERCK SHARP & DOHME Division of MERCK & CO., INC., Philadelphia 1, Pa. 
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running noses... 


and other hay fever symptoms 


TRIAMINIC stops rhinorrhea, congestion and Triaminic provides around-the-clock 


other distressing symptoms of summer allergies, freedom from allergic congestion with 
including hay fever. Running nose, watery eyes just one tablet t.id. because of the 
and sneezing are best relieved by antihistamine special timed-release design. 

plus decongestant action — systemically — with 


TRIAMINIC. 


“a 4 hours of relief 
om the outer layer 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 


fective combined therapy in a single timed- then—3 to 4 more hours of relief 
from the inner core 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for Dosage: One tablet in the morning, mid-after- 
hours. Running noses stop, congested noses noon and at bedtime. In postnasal drip, one 
open—and stay open for 6 to 8 hours. tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HC] ..... ................ 5O mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate .......... 25 mg. 


RIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- TRIAMINIC Syrup, for those children and 
low half-dosages for the 6- to 12-year-old child, adults who prefer a liquid medication. Each 
with the timed-release construction for pro- 5 ml. teaspoonful is equivalent to 4 Triaminic 
longed relief. Tablet or 4% Triaminic Juvelet. 

“Trademark 


Triaminic: 


SMITH-DORSEY ea division of The Wander Company Lincoln, Nebraska « Peterborough, Canada 


; 
> f 
> 
ATL 
{ 
\ 
$24 
ae. 
; 


AUGUST, 1958 


why 


why ATARAX? 


why combine the two? 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. 


*Trademark 
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tension 


C PETN + C) ATARAX®) 


TETRANITRATE) (@RaND OF HYOROKYZINE) 


PETN ? For cardiac effect: PETN is “. .. the most effective drug 


currently available for prolonged prophylactic treatment 
of angina pectoris.”" Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks . . . require less 
nitroglycerin ... have increased tolerance to physical effort 
... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CaRTRAx “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
**20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write “CARTRAX 10” or “CARTRAX 20.”’ In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
in glaucoma. 
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check of 
diarrhea 


i Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


FORMULA: Each 15 cc. (tablespoon) contains: 


Sulfaguanidine .............. 2Gm. 
Pectin .. ME. 
Kaolin ... 
Opium tincture .............0.08 cc. 


(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from ‘ 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. 


Ezempt Narcotic. Available on Prescription Only. 
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TRADEMARK 


EFFECTIVE ANTIDIARRHEAL 


New York 18, N. Y. 
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you and your patient . 


can see the improvement o 

with 
® Ophthalmic Suspension = 

prednisolone, 0.5%, 

plus sulfacetamide sodium, 10% “2 

Ointment with Neomycin, 0.25% 


in blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and other 
external eye 
conditions 


* prednisolone effectively checks 
inflammation and allergy 

* sulfacetamide sodium, with its wide-spectrum 
antibacterial range, controls infections 
caused by common eye pathogens 

* addition of neomycin sulfate to prednisolone 
and sulfacetamide sodium in METIMyYD Ointment 
broadens the antibacterial spectrum; the ointment 
also assures sustained therapeutic action during the night 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


MM.J-178 


4 
Vins = a 
: 
\ 


DELAWARE STATE MEDICAL JOURNAL AUGUST, 1958 


... acts fast to provide unusually long-lasting relief 


‘Co-Pyronil’ combines a long-acting and Prescribe ‘Co-Pyronil’ in attractive 
a short-acting antihistamine with a syn- green-and-yellow pulvules for adults; in 
ergistic sympathomimetic. It usually tiny red pediatric pulvules or tasty sus- 
begins to combat symptoms within fif- pension for children. 
teen to thirty minutes and eliminates : : 
d Each Pulvule ‘Co-Pyronil’ provides: 

them for as long as twelve hours. Thus ; a é' 

Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 
you can give your hay-fever patients and ‘Histadyl’ 
other allergy victims remarkably com- (Thenylpyramine, Lilly) 
plete relief on a dosage of only 2 or 3 Clopane Hydrochloride 


(Cyclopentamin 
pulvules daily. chloride, Lj 


**Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 


ELI LILLY AND COMPANY ¢« INDIANAPOLIS 


658011 


xx 
d 
; ‘ 
5m 
‘ 


DELAWARE STATE MEDICAL JOURNAL 


Issued Monthly Under the Supervision of the Publication Committee 
Owned and Published by the Medical Society of Delaware 


VOLUME 30 


AUGUST, 1958 


NUMBER 8 


MENTAL HEALTH IN RELATION 
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Introduction. The will to exist is funda- 
mental in the life of an organism. In the 
most highly developed organism known to 
science—the human being—the will to live 
is essential to the preservation of the in- 
dividual. The destruction of an individual 
is a threat to the well-being of society. The 
words of the English poet, John Donne, 
are as applicable today as they were when 
he wrote them in the sixteenth century. 
“No man is an island, entire of itself; 
every man is a piece of the continent, a 
part of the main; . . . any man’s death di- 
minishes me, because I am involved in man- 
kind; and therefore never send to know for 
whom the bell tolls; it tolls for thee.” 


From the earliest period of recorded his- 
tory the taking of human life has been re- 
garded as a crime. ““Thou shalt not kill” is 
the Sixth Commandment. The ancient He- 
brews were nomads who suffered great loss 
of life from natural causes. Death dimin- 
ished the tribal strength and if an indi- 
vidual was slain, his tribe must be com- 
pensated for his loss. The slayer was the 
logical source of recompense. Among prim- 
itive peoples not only must the surviving 
kinsmen receive compensation, but the 
spirit of the dead member also must have 
atonement for being deprived of life.' If 
payment was not made, relatives of the 
slain could kill the slayer. Homicide in- 
vestigation has its roots in the tribal cus- 
tom of primitive peoples. For an excellent 
discussion of the historical development of 
laws and procedures regarding adjudication 
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of homicide cases I commend to you Judge 
John Biggs’ book, “The Guilty Mind.” 


Societal groups, beginning with primitive 
tribes and advancing to modern states and 
nations, have rationalized the taking of 
human life under the defense of protecting 
the total group from destruction. Thus has 
the execution of felons been justified, and 
from this concept has come the idea of col- 
lective protection symbolized by war. For- 
tunately, people are beginning to question 
the effectiveness of the taking of one life 
for another. Studies of human behavior 
have shown that the law of retaliation— 
referred to in legal language as “lex 
talionis”’, the idea of “an eye for an eye 
and a tooth for a tooth,” has not been ef- 
fective in deterring homicide. 


Psychiatry In Regard to Execution. In 
March of this year the State of Delaware 
became the seventh state in the United 
States to abandon capital punishment.’ In 
the hearings before the Delaware General 
Assembly on Senate Bill #299, a review 
of the legal executions in the State from 
1902 through 1946, when the last execution 
was performed, revealed that two of the 
persons executed may have had less than 
normal mentality. The death sentence of 
a 30 year old white male, convicted of mur- 
der in 1910, was commuted to life imprison- 
ment. He later was declared mentally ill 
and in 1914 was transferred to the Dela- 
ware State Hospital. 


In speaking before the Committee on 
Judiciary of the New Jersey Assembly at 
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a hearing on June 5, 1958, regarding two 
bills of the New Jersey Assembly to sub- 
stitute life imprisonment for capital punish- 
ment, Herbert L. Cobin, the President of 
the Prisoners Aid Society of Delaware and 
Former Chief Deputy Attorney General of 
Delaware, commented that 25 persons have 
been executed in Delaware since 1902; 19 
for murder, six for rape. Fourteen of the 
executed were between the ages of 20-29 
years, nine were between 30-39 years, one 
man was 44 years old and one female 52 
years old. 


All of these persons were in the unskilled 
laboring class and had limited education. 
Some could not read or write. Some were 
able to write only their names. Seven were 
Caucasians, including one woman; twelve 
were Negroes. Only six were born in Del- 
aware. Three. maintained their innocence 
throughout the trials, two protesting the 
accusation of guilt from the scaffold. In 
three cases the Court, in passing sentence, 
ignored a jury’s recommendation for mercy. 
Of the 25 persons executed during the 
period for which statistics were readily 
available, the conviction for which they 
were executed was the first conviction for 
more than one half.* 


From 1904 to 1954 nine other persons 
were received at the New Castle County 
Correctional Institution under death sen- 
tence. Of this group six were males con- 
victed of murder. The mentally ill con- 
victed prisoner referred to above was in this 
latter group. The first of this group, a 
colored 29 year old man, was convicted in 
1904 and pardoned in 1905. In 1911 the 
death sentences of two 15 year old Negro 
boys were commuted to life imprisonment. 
One died in prison the same year, the other 
was pardoned in 1924. One 31 year old 
Negro male was sentenced to death in 1936. 


imprisonment in 1937. In 1945 his sen- 
tence was again changed to 20 years. In 
1946 he was paroled. A 21 year old Negro 
male, sentenced in 1950, was re-tried and 
sentenced to life imprisonment in 1952. The 
sentence of a 26 year old Negro male was 
commuted to life in 1955.‘ 


It was Mr. Cobin’s opinion, based on his 
talks with members of the General As- 
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sembly, both in the Senate and the House 
of Representatives, that “the foremost con- 
sideration in the passage of the Bill was 
that they were convinced by the facts 
shown that the death penalty does not act 
as a deterrent to crime or is of such slight 
deterrence that its use is outweighed by 
other considerations.” Some of the legisla- 
tors were convinced “that the public should 
not be a party to the taking of a human 
life.” Other legislators considered important 
“the obvious fact that capital punishment 
was applied mostly to the poor, the ignor- 
ant, the unfortunate without resources and 
is applied unequally.’”’ Many of the legisla- 
tors “were more impressed with the facts 
showing that innocent persons have been 
executed.” Other considerations which were 
involved in the final decision of the legis- 
lators to substitute life imprisonment for 
capital punishment were: (1) the fact that 
capital punishment “is recognized as_ be- 
ing solely a retributive and punitive action 
in strong contradiction to the present day 
concept of rehabilitation and treatment of 
the offender,” (2) persons committing cap- 
ital offenses are usually “those suffering 
from mental disturbances or those impul- 
sive in nature,” (3) that these defendants 
are not a “criminal class,” (4) that per- 
sons who have committed capital offenses 
often “make the best prisoners and the 
best parolees,” (5) that an entire penal 
policy should not be based on the relatively 
few who can be classified as “depraved 
killers,’ (6) that there is no diminution 
of “protection for the police where capital 
punishment has been abolished,” (7) that 
more convictions are obtained with fewer 
delays in places where capital punishment 
has been abolished, (8) that trials are less 
sensational if the life of the defendant is 
not at stake, (9) that juries, lawyers, and 
the court are not adversely affected if the 
penalty of death is eliminated from the 
trial, (10) that it is a questionable proce- 
dure to indict for a capital offense only to 
force a plea for a lesser offense, (11) that 
society is amply protected by the custody 
of the offender, (12) that retention of the 
death penalty “delays a more effective at- 
tack upon crime, crime prevention and the 
correction of the offender.’” 
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The Mind of a Murderer. From the fore- 
going material arise such questions as why 
would 15 year old boys commit murder? 
What causes men to kill? Are murderers 
“hardened criminals?” Since most people 
in the world do not kill others, homicide 
must be recognized as abnormal behavior. 
Criminals are persons who are unable to 
subjugate their personal desires for the 
good of society. They behave in a primitive 
or childlike manner, giving vent to intense 
emotion without inhibition or seeking im- 
mediate gains without regard to the effect 
of their actions on others. Such uninhibited 
action may proceed to the extent of killing 
any one who represents a deterrent to the 
accomplishment of the immediate end. 


Murder may symbolize suicide. The urge 
to destroy oneself is turned toward another 
instead of inward. The suicide motive may 
be channeled into an aggressive act against 
another person. The newspapers frequently 
record instances of homicide in which the 
murderer, after killing his victim, attempts 
to commit suicide, and only through a 
stroke of fate such as the jamming of the 
gun is he saved to “answer” for his crime. 
In the Delaware State Hospital one of the 
mentally ill murder defendants is a woman 
who, in attempting to commit suicide, held 
her baby in her arms while she inhaled gas 
from the kitchen range. The baby was 
asphyxiated, but she was rescued. 


The depressive psychotic person fre- 
quently does violence against some one who 
is almost a part of himself. After the homi- 
cide, as in the case of a mother killing her 
child, the wish for suicide may be lost, for 
in a sense the psychotic has already killed 
himself in destroying someone whom he 
may have seen almost as an alter ego.° 


Examination of homicide cases has indi- 
cated a large proportion involving family 
members. In a study of 36 consecutive 
cases of homicide involving family members, 
including “common law” partners, whom 
Guttmacher examined in the Medical Of- 
fice of the Supreme Bench of Baltimore,’ he 
found that five of the 36 cases had pre- 
viously been admitted to psychiatric hos- 
pitals. Ten of the cases made genuine but 
unsuccessful suicide attempts immediately 
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after the slaying but did not attempt sui- 
cide later. Two who attempted suicide 
later, and succeeded, had not tried to com- 
mit suicide immediately after the crime. 
Desertion by the spouse for another ap- 
peared to be the most prominent motivat- 
ing factor. Eight were adjudged not guilty 
by reason of insanity; two died before trial; 
one was held not guilty because of self 
defense.* 


Homicide may be the result of brain 
disease. Altered brain function due to or- 
ganic and structural changes in the brain is 
accompanied by altered psychological out- 
look, with observable deviations in outlook 
and behavior. A tendency toward homicidal 
activity is among the more serious be- 
havior disturbances seen in epileptic pa- 
tients. Impatience, anger or agression may 
result from erratic irritability in an epilep- 
tic. This has been observed by many psy- 
chiatrists studying cases of homicide by 
epileptics. 


In the case of schizophrenia, a frank 
mental illness, murder may serve as a defi- 
nite defense against the ego disintegration 
characteristic of the disease. 


Among the 24 mentally ill homicide pa- 
tients in the present population at the Del- 
aware State Hospital 14 (11 males, 3 fe- 
males) have been given the diagnosis of 
“Schizophrenia, Paranoid Type.” One of 
these is a white woman admitted in 1909 
at age 34 years. Another, a white male, was 
admitted at age 37. The admission age 
range was 22-63 years, with only two over 
45 years of age. Eleven of the group were 
between 22 and 37 years old when ad- 
mitted. The median admission age is 36.4 
years. 


The other ten homicide patients currently 
at our hospital have been given the follow- 
ing diagnoses. 


(1) Acute Brain Syndrome associated 
with the following types: 
(a) Alcohol Intoxication (a 46-year- 
old white male admitted in 
1948) 


(2) Chronic Brain Syndrome associated 
with the following types: 
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(a) Alcohol Intoxication (a 35-year- 
old colored male admitted in 
1949) 

(b) Convulsive Disorder with Psy- 
chosis (a 23-year-old white fe- 
male admitted in 1950) 

(c) Epidemic Encephalitis with 
Psychosis (a 12-year-old white 
male admitted in 1932) 

(d) Meningoencephalitic Syphilis 
(a 37-year-old colored male ad- 
mitted in 1956) 


3. Mental Deficiency, moderate, with 
Psychotic Reaction (a 29-year-old 
colored male admitted in 1950). 


4. Personality Pattern Disturbance, 
Schizoid Personality (a 42-year-old 
white male admitted in 1954). 


Psychoneurotic Reaction, Depressive 
Reaction (a 32-year-old white male 
admitted in 1954). 


qn 


6. Transient Situational Personality 
Disturbance, Adult Situational Re- 
action (a 48-year-old white male 
admitted in 1942). 


Homicide may be a concomitant of other 
crimes and may result from extreme fear; 
for example, the rapist, who murders his 
victim in an efiffort to escape detection. 
Other abnormal and chaotic sexual activity 
may eventually end in murder. In the 
literature is described the case of a youth 
who suddenly stabbed to death a girl sit- 
ting in front of him in a movie. An ab- 
normal sex drive impelled him to torture 
women to death.’ 


William Heirens, the 17-year-old Uni- 
versity of Chicago student who, in 1947, 
killed three persons, explained his murders 
as his efforts to escape detection on being 
discovered burglarizing. Investigation re- 
vealed that he had committed more than 
500 robberies, his motive being to collect 
women’s undergarments. This type of sex- 
ual aberration is known as fetishism. Ac- 
cording to the youth’s history, he began at 
the age of 9 to steal women’s underclothes. 
At first he could produce sexual orgasm by 
wearing these garments. Later he received 
sexual stimulation from stealing the gar- 
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ments. After his arrest trunks of women’s 
sheer underwear were found in his _pos- 
session. !” 


James Colbert Smith, who wantonly shot 
aad killed a taxicab driver in Philadelphia, 
Pennsylvania, on January 15, 1948, pre- 
sented a combination of symptoms of men- 
tal illness. He was a homosexual, an alco- 
holic, and a habitual user of narcotic 
drugs.'' On his discharge from the Naval 
Hospital in Philadelphia, to which he had 
been taken at his own request on Decem- 
ber 27, 1945, the Chief of the Hospital 
Psychiatric Service had suggested the pos- 
sibility of Epilepsy, Petit Mal or Psycho- 
motor Equivalent.'- 


Mental Iliness as a Defense in Homicide. 
As has already been indicated, homicide 
is aberrant behavior which frequently oc- 
curs as impulsive or explosive action. The 
psychiatrist recognizes that the more bru- 
tal and sadistic the murder, the greater may 
be the evidence of mental illness. The per- 
son who cannot control his impulses by the 
use of intellect, and therefore gives way to 
elemental instinctive reactions resulting in 
the destruction of human life, certainly is 
a psychiatric problem. He may not be a 
frank psychotic, however, or “‘insane’’—to 
use the term still commonly used in legal 
practice. According to the legal definition 
of mental illness in terms of responsibility 
for one’s criminal acts, a slayer acting on 
the basis of the wildest hallucinations may 
be considered sane. 


As early as the reign of Edward I (1272- 
1307) insanity was recognized as a cause 
of crime. About the middle of the Four- 
teenth Century under the monarchy of 
Edward III, the theory of “absolute mad- 
ness” was accepted as a complete defense 
in criminal cases. Proceeding from the 
theory of ‘absolute madness,” the mind of 
the mentally ill person was compared to 
that of a wild beast. From this definition 
came the test of “raving madness”. If a 
person’s mind was like that of a wild beast, 
he could not know what he was doing nor 
could he know right from wrong.'> This 
idea of knowing right from wrong seems 
based on the assumption that one who is 
not mentally ill automatically knows right 
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from wrong. Sociology has contributed the 
knowledge that behavior acceptable in one 
culture is taboo in another. Also, the mo- 
tive behind a particular act may determine, 
at least to some extent, whether an act is 
right or wrong. 


One definition of murder is “killing with 
malice prepense,” or as it is more commonly 
expressed, “with malice aforethought.’’'* 
This implies “‘a deliberate intention to com- 
mit the act.” This concept underlies the 
idea of mens rea, a term meaning “guilty 
intent.”” The expression mens rea is derived 
from a Latin maxim which has been trans- 
lated as: “An act does not make a man 
guilty unless his intentions be bad.’’!'> 


The test of criminal responsibility on the 
basis of a knowledge of good or evil (later, 
right or wrong) seems to have been well 
established by the Sixteenth Century in 
England. There were several outstanding 
cases in the Nineteenth Century in the 
British Courts in which mental illness in 
the defendant was presented as the defense 
in homicide cases; for example, the Belling- 
ham Case. In 1812 John Bellingham shot 
and killed Spencer Perceval, first lord of 
the treasury and chancellor of the exche- 
quer. Although it was quite clear that Bel- 
lingham was mentally ill, the jury found 
him guilty, and he was promptly executed. 
The charge to the jury was to decide 
whether, at the time the act was com- 
mitted, Bellingham “possessed a sufficient 
degree of understanding to distinguish 
good from evil, right from wrong, and 
whether murder was a crime not only 
against the law of God, but against the 
law of his country.’’'° 


The application of mens rea or the 
“guilty mind” theory to the accused be- 
came crystallized into a formula which has 
continued to be applied in homicide trials. 
For more than 100 years the McNaghten 
formula has operated in the courts of every 
state in this nation and in the courts of 
foreign countries. In 1843 Daniel McNagh- 
ten, a Scotsman, shot Edmund Drummond, 
the principal secretary of British Prime 
Minister Sir Robert Peel. McNagthen was 
charged with first-degree murder. McNagh- 
ten had been subject to delusions of per- 
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secution. He was hallucinated. Nine medi- 
cal witnesses swore in open court that the 
defendant was clearly insane. A verdict of 
‘not guilty, on the ground of insanity” was 
rendered. 


The test of criminal responsibility as 
enunciated in the McNaghten trial has 
been the basis for determining the re- 
sponsibility of the defendant in criminal 
acts. This formula has remained the sole 
test of responsibility in 29 states, while 14 
or more states have added to it the con- 
cept of irresistible impulse or “temporary 
insanity.””'” 

The history of the United States Courts 
contains numerous cases in which the ap- 
plication of the McNaghten Rules has re- 
sulted in extended and expensive court pro- 
cedures. The trials of Louis Wolfe is a case 
in point. On December 30, 1943, in Brook- 
lyn, New York, Wolfe, believing his wife un- 
faithful to him, killed her by beating her 
on the head with a shoe containing a heavy 
shoe-tree. He telephoned the police, who 
placed him under arrest. The attorney re- 
tained as his counsel had a long conference 
with him on the morning following the 
slaying. The attorney deduced from the 
defendant’s behavior, his manner of speak- 
ing, and account of the killing that Wolfe 
was mentally abnormal. On the day after 
the conference the defendant handed to the 
lawyer a ninety page letter giving in de- 
tail the circumstances which led to the 
killing. It was the attorney’s opinion, al- 
though a layman, that Wolfe was mentally 
ill according to any definition, legal or medi- 
cal. The defendant refused permission for 
an application to be made for his commit- 
ment to the Kings County Hospital for ob- 
servation. In withdrawing as the defend- 
ant’s counsel, the attorney sent a written 
notice to the court of his position regard- 
ing the defendant. Eleven months later 
Wolfe was tried. He placed a defense that 
on the night of the crime he was insane. 
He made no claim of mental illness at the 
time of the trial. Although, according to 
reports of the case, Wolfe talked brilliantly 
and eloquently, he proclaimed himself the 
Messiah and made other statements which 
attested his abnormal mental condition. 
The New York statutes do not excuse from 
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criminal liability “an idiot, imbecile, luna- 
tic, or insane person’’—to use the words of 
the law—unless his “defect of reason’”’ is 
such that he does not “know the act was 
wrong.”’'® According to the definition of 
criminal responsibility the defendant was 
found guilty of murder in the first degree. 


Ten days after the verdict was given 
and before the prisoner was sentenced, his 
counsel applied to the court for an order 
committing Wolf to Bellevue Hospital for 
examination to determine his mental status 
at that time. The order was granted and on 
December 8, 1944, nearly a year after the 
crime was committed, Wolfe was found to 
be “suffering from a mental disorder” which 
was diagnosed as “schizophrenia or demen- 
tia praecox of the paranoid type.” He was 
committed to the Matteawan State Hos- 
pital after a court hearing, to be held there 
until such time as he would be able to 
return to the court for judgment on the 
conviction.'? 


Five years later the authorities at Mat- 
teawan State Hospital certified that Wolfe 
was able to appear in court and assist his 
defense. At the hearing on the motion to 
confirm the hospital report regarding 
Wolfe, the Assistant District Attorney, who 
was in charge of the proceedings, concluded 
that the prisoner’s mental condition was 
abnormal. He, therefore, had the patient 
re-examined. There was sharp conflict in 
the opinion between the hospital psychia- 
trists and the psychiatrists for the court. 
On the basis of the opinion of the psychia- 
trists for the court, Wolfe was sentenced to 
die in the electric chair. Much litigation 
followed after the defendant moved to have 
the conviction set aside on the basis that 
he was mentally ill at the time of the trial 
six years previously. Finally the Assist- 
ant District Attorney, who still believed the 
prisoner mentally ill, recommended to the 
Governor of New York that the death sent- 
ence of Louis Wolfe be commuted to life 
imprisonment.?° Of course Wolfe knew 


what he was doing when he killed his wife. 
Of course he knew that the act was wrong 
or he would not have called the police. ‘““The 
defect of reason” under which Wolfe was 
laboring was the delusion that he was the 
Messiah and that it was his responsibility 
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to rid the world of evil. His delusion re- 
garding his wife’s unfaithfulness made him 
see her as part of the evil to be eliminated. 


Justice Charles Doe in 1868 in New 
Hampshire, in dissenting from a decision of 
the Supreme Court of that state, wrote 
an opinion which in legal and psychiatric 
literature is now known as the New Hamp- 
shire Rule.?! Judge Doe’s statement said 
in part, “the will does not join with the 
act, and there is no guilt, when the act 
is directed or performed by a defective or 
vitiated understanding . . . so far as a per- 
son acts under the influence of mental dis- 
ease, he is not accountable . . . a product 

. of disease of the mind is not ...a 
crime... 


On July 1, 1954, Judge Bazelon of the 
Court of Appeals for the District of Colum- 
bia, in concurrence with Judges Edgerton 
and Washington, announced a_ decision 
which has become the newest advance in 
the efforts of courts to deal justly with 
the criminal who is mentally ill. Judge 
Bazelon stated, “The rule we now hold 
must be applied on the retrial of this case 
and in future cases is not unlike that fol- 
lowed by the New Hampshire Court since 
1870. It is simply that an accused is not 
criminally responsible if his unlawful act 
was the product of mental disease or men- 
tal defect.”* 


The Possible Contribution of the Psy- 
chiatrist to Homicide Investigation. 


Psychiatry is a special branch of medi- 
cine which deals with deranged behavior 
and mental illness generally. The psychia- 
trist is equipped to make an objective 
scientific evaluation of the defendant’s men- 
tal condition. He should be asked to give 
his findings on the mental condition of the 
patient. When he is asked to examine a 
defendant the court should furnish the psy- 
chiatrist an adequate history of the de- 
fendant. School records, probation reports, 
and any other pertinent material regarding 
the defendant should be made available to 
the examining physician. He should be 
granted adequate time to gather pertinent 
information regarding the defendant’s social 
environment and past life, and to have a 


. 
J 
: 


AucustT, 1958 


psychological evaluation made. There 
should be time for such procedures as the 
electroencephalograph (EEG) and, if indi- 
cated, the pneumoencephalograph to de- 
termine whether there is evidence of brain 
damage in the defendant. The psychiatrist 
can best be used by the court to give evi- 
dence concerning the defendant’s mental 
condition, including whether the prisoner 15 
able to participate in his own defense, 
whether he should be treated in a mental 
hospital, or otherwise. 


Several states have now made it possible 
by law for the court to have a psychiatric 
examination of all persons accused of mur- 
der. The New York State law regarding 
such cases directs that the court, upon its 
own motion or that of the district attorney 
or the defendant, may order a defendant 
to be examined to.determine the question of 
his sanity instead of proceeding with the 
trial.2* The Briggs Law of Massachusetts 
makes a similar provision.° 


The General Assembly of Delaware di- 
rected that “the Board (State Board of 
Trustees of the Delaware State Hospital at 
Farnhurst, Delaware) shall appoint a Su- 
perintendent of the State Hospital,’ and 
further directed, ‘““The Superintendent shall 
be the director of the State Mental Hy- 
giene Clinic and the State Psychiatrist and 
Criminologist.’’° 


When the Delaware Legislature created 
the Mental Hygiene Clinic in 1929 it in- 
cluded among the duties and powers of the 
Mental Hygiene Clinic the following stipu- 
lations: “The Clinic may observe, examine, 
study and treat the inmates of any in- 
stitution supported in whole or in part by 
the State, or any county thereof, and may 
likewise observe, examine, study, and treat 
any person charged with any offense in, 
or subject to, any court within the State, 
when requested to do so by a judge or 
judges thereof.’’° 


Under these laws we have examined all 
persons indicted for homicide, if the Court 
or the Office of the Attorney General has so 
requested. Such defendants are examined 
before they are brought to trial. The State 
Psychiatrist in his report to the Attorney 
General states whether, in his opinion, the 
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defendant is able to stand trial and to give 
help to his attorney in his own defense. 
The New Hampshire Rule is used by the 
Delaware courts rather than the McNagh- 
ten Rule. It has been the custom of the 
courts to accept the opinion of the State 
Psychiatrist regarding the mental condi- 
tion of a defendant. 


Relatively few of the homicide defendants 
tested in the Mental Hygiene Clinic since 
its inception in 1929 have been mentally 
ill to the extent of being unable to stand 
trial. A majority of the pre-trial psychiatric 
examinations of homicide defendants have 
been of family members, including spouses 
and common-law relationships. Often the 
victim has been invvolved in a love affair 
with a spouse or paramour. Although most 
of the defendants have not been psychotic, 
with few exceptions they have been found 
to be suffering from personality disorganiza- 
tion of a serious nature. Use of alcohol 
chronically, frequently just before the slay- 
ing occurred, has been observed. 


Some of the homicide defendants were 
shown to have extremely immature and/or 
inadequate personalities. One 23-year-old 
Negro male who killed a taxicab driver by 
stabbing him had shown personality dis- 
organization seven years before. He had 
been examined at our clinic when he was 
arrested on charges of breaking and enter- 
ing and on charges of malicious mischief. He 
had broken windows at a school, using an 
air rifle, and had broken 25 windows of a 
neighbor’s house. Following these incidents 
he was committed to the State correctional 
school for boys. 


Another immature personality, a 44-year- 
old Negro male, killed his common-law wife 
by beating her on the head with a baseball 
bat. Investigation of his past life showed 
commitment in the State correctional school 
for boys in 1919 on a charge of breaking 
and entering. His adult record with the 
police began in 1931. Since his first con- 
viction in 1931 he had served two two-year 
jail sentences, one one-year jail sentence, 
four thirty-day sentences, one forty-day 
sentence, and two four-month sentences. 
Most of the charges against him were as- 
sault and battery, usually involving wom- 
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en. There was one instance of stabbing. 
In all there had been fourteen convictions 
for assault and battery. He was a man of 
average intelligence but one whose ego- 
strength and ego-integration were weak. 


Mental Health In Regard to Homicide 
Investigation By the Police. 


The law enforcement officers are fre- 
quently involved in homicide investigation. 
From the standpoint of mental health, some- 
thing must be said about the mental health 
of the policemen involved in the case. It is 
the duty of the state and municipal police 
to investigate the killing itself, collecting 
all the facts about the manner in which 
the criminal act was done, discovering pos- 
sible witnesses and clues, and noting in- 
formation which may be pertinent to the 
case. They must apprehend the slayer. They 
should discover whether the accused per- 
son has any previous history of violent or 
other aberrant behavior, or whether he has 
been mentally ill in the past. The manner 
in which a homicide is perpetrated is im- 
portant as it may give significant clues 
concerning the killer. Frequently the homi- 
cide victim has been the aggressor or has 
participated in a series of incidents which 
finally culminated in death. A study of 
588 consecutive homicide cases which oc- 
curred between January 1, 1948 and De- 
cember 31, 1952 and were investigated by 
the Homicide Squad of the Philadelphia 
Police Department, revealed that 150, or 
26% of the deaths, were victim-precipitated. 
Martin Wolfgang, a member of the faculty 
of the University of Pennsylvania and a par- 
ticipant in the Homicide Squad which in- 
vestigated the cases, suggested, “It seems 
highly desirable, in view of these findings, 
that the police thoroughly investigate 
every possibility of strong provocation by 
the male victim when he is slain by a fe- 
male—particularly, as noted below, if the 
female is his wife, which is also a strong 
possibility.”” 


In making the preliminary interrogation 
of a person suspected or accused of homi- 
cide, the police officers must be very care- 
ful not to suggest probable behavior or his 
own idea of how the homicide was com- 
mitted. The accused or suspected person 
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should be permitted to state spontaneously 
whatever he knows of the killing. In record- 
ing the defendant’s statements the officer 
should put down the exact words of the 
defendant, not the police officer’s interpre- 
tation or edited version of the defendant’s 
words. This is particularly important in the 
preparation of a statement for the defendant 
to sign in which he asserts or denies guilt 
regarding the homicide charge. The neces- 
sity for objectivity on the part of the police 
officer and the desirability of his report- 
ing factual data can not be too strongly 
stressed. One writer commented that the 
more confidence the investigator can instil 
in the recipient during an investigation, and 
the more he can put the defendant at ease, 
the more likely will the defendant tell the 
truth.?® 


The investigator’s own biases and mis- 
conceptions should not be involved in the 
investigation nor should they color the 
homicide account. If the officer feels that 
“cracking the case’? may lead to promotion 
for him, or that failure to do so may dis- 
credit him, it may be difficult for him to be 
objective. The police officers should have 
well-integrated personalities themselves. An 
emotionally immature police officer may 
give vent to sadistic behavior in regard to 
the defendant or inhibit the defendant 
through thoughtless, threatening actions. 
To insure the employment of persons as 
policemen who are free from serious per- 
sonality problems the State Psychiatrist of 
Delaware is requested by the State and 
City of Wilmington authorities to examine 
all police applicants as well as applicants 
of Fire Companies, since the latter at times 
assist the police officers. 


Usually the investigating police officer is 
anxious to establish a motive for the killing. 
It may be difficult for a murderer to state 
his motive for the criminal act. Any sig- 
nificant act has many determinants, and 
only those reasons which are acceptable to 
one’s conscience are admitted to awareness. 
An act may be motivated by reasons quite 
different from those an invidual believes to 
be true. Commenting on the usual practice 
in legal proceedings of seeking the intent 
of the criminal in committing the act, Karp- 
man reminded his readers, “Psychiatrists 
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look upon intent merely as the surface ex- 
pression of underlying motives.’’*° 


The Attitude of the Public In Homicide 
Investigation. 


In discussing mental health in relation 
to homicide investigation, we must con- 
sider the effect of the public on homicide 
investigation. A murder, particularly if the 
killer has not been aprehended, is a threat 
to the community in which the incident oc- 
curred and to more distant communities to 
which the killer may flee in this day of 
rapid transportation. The public may be- 
come so inflamed, however, that proper in- 
vestigation of the case is severely ham- 
pered. A murder which is committed in a 
bizarre or brutal manner, or one in which 
a child is the victim, seems to bring from 
the public a demand for atonement by 
blood. The old concept of lex talionis runs 
rampant. Law enforcement officers, court 
officials, juries, and psychiatrists as well, 
must proceed unemotionally and justly to 
evaluate the deed and the doer. All the 
facts must be set forth and used for protec- 
tion of the defendant as well as of society. 
The idea of retribution must not be the mo- 
tivating force in the proceeding. Lawrence 
Freedman, Associate Clinical Professor in 
the Yale Medical School Department of P 
chiatry and Chairman of the Yale Study 
Unit in Psychiatry and Law, made the com- 
ment, “It takes no expert to know that 
a reservoir of homicidal aggression resides 
in the mass of men which can be trapped 
whenever it is attached to a suitable pub- 
lic symbol.’*’ George W. Wickersham, who 
was Chairman of the Wickersham Commit- 
tee to Investigate Crime and also at one 
time Attorney General of the United States, 
stated in one of his reports “that the at- 
titude of society in respect to the criminal 
was on occasion as lawless as that mani- 
fested by the criminal toward society.”*! 
The public “desire for extreme criminal 
sanctions” is based somewhat on subcon- 
scious feelings of guilt in themselves. 


Society makes no real gains through 
capital punishment. In a sense, the de- 
mand for the extreme penalty is merely 
public self-gratification. The members of 
a society express their need for a re-enforce- 
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ment of their own restrictive mechanisms 
when they seek to make examples of others. 
The death sentence for any act of crime is 
a primitive reaction on the part of the 
people who establish such a law. The com- 
mandment “Thou shalt not kill” is not 
abrogated through statutes passed by law- 
makers and written into their codes. 


CONCLUSION 


The sanctity of human life makes homi- 
cide a serious problem in society. As ten- 
sions mount on the national and interna- 
tional scenes, individuals are affected. Deep- 
seated personality problems may be trig- 
gered into aggressive action in personal re- 
lationships. All forces must be mobilized 
to help individuals become better inte- 
grated, and to find ways of controlling their 
aggressive impulses and directing them into 
socially acceptable channels. 


In spite of the best efforts of individuals 
and groups, however, there probably will 
continue to be cases of homicide. When 
these occur, the defendants should be psy- 
chiatrically examined before they are tried. 
The psychiatrist should be asked to present 
his report as an expert witness competent 
to give testimony concerning the mental 
condition of the defendant. He should 
neither be expected to fit his opinion into 
the legal definition of mental illness nor be 
required to participate in determining the 
verdict regarding the homicide defendant. 
In the investigation of homicide we must 
control our emotions and adhere to the prin- 
ciples of humanity. Our job in this world 
is to create, construct, revamp, and reha- 
bilitate; it is not our job to destroy. 
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THE IRRESISTIBLE IMPULSE IN CRIMINAL RESPONSIBILITY 


A PSYCHIATRIC-LEGAL PROBLEM 


Harry S. Howarp, M.D.* 


The use of “irresistible impulse” as a de- 
fense in determining criminal responsibility 
is not generally accepted. However in Del- 
aware, as in a number of other states, the 
Superior Court has spoken of “Deprivation 
of will power to choose whether to do the 
act or to refrain from doing it.” In Ala- 
bama the Court has spoken of the defendent 
being irresponsible if “by reason of mental 
disease he has lost his—free agency.” 
Davidson quotes three kinds of irresistible 
impulse pleas thus: (1) as generated in in- 
sane persons—sudden explosive reactions, 
powered by some urge; (2) impulses of the 
compulsive neurotic—compulsive stealing, 
pyromania etc., and (3) characterological 
defects evidenced by sexual perversions 
(which essentially compulsions). 
Davidson suggests that these do not include 
crimes committed in a fit of rage, pique or 
frustration. 


These concepts are clear cut. They are 
intended to determine legal and full re- 
sponsibility for crimes which might in- 
fluence a jury in arriving at a verdict of 
“not guilty because of insanity.” 


This writer reports three cases which 
would not be included in the above con- 
cepts, which would not satisfy the McNagh- 
ten formula, yet which might create the im- 
pression of only “partial responsibility” 
and so assist the prosecuting attorney to ar- 
rive at a lesser charge, or the Court to ar- 
rive at a more realistic disposition. 


CasE No. 1 


This patient is a Negro male, 51 years 
old and married, charged with having mur- 
dered a boarder in his home during an ar- 
gument in which he felt he was about to 
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be attacked by his adversary (and later 
victim) with a weapon. He was quite cer- 
tain that the man was reaching for a wea- 
pon, though no such weapon was found and 
no one could be produced to suggest that 
the victim ever had such a weapon. 


The defendant had a good work record. 
He was a regular church attendant. He 
had had a few minor associations with legal 
authorities about alcoholic indulgence, 
though little came of them. He had been 
married about fourteen years. He had one 
child. There had been some drinking on 
the day of the crime, but neither participant 
was seriously intoxicated. 


During the argument the victim had 
used a considerable amount of profanity of 
a threatening nature and had allegedly 
threatened to kill the defendant. He came 
down the stairway as if to carry out his 
threat and was shot by the defendant with 
a shotgun which the latter had borrowed 
and which had, apparently, been handy at 
that particular moment. 


The examination revealed that he was 
mentally retarded at the mild level, with 
an I.Q. of 77. Projective tests revealed in- 
adequacy and insecurity, though with fair 
ego-integration. There were suggestions of 
caution, lack of spontaneity and a tendency 
to avoid new or anxiety-arousing situations. 


He was completely cooperative, quiet but 
loquacious, anxious and passive. There was 
nothing to suggest psychosis, neurosis or sig- 
nificant characterologic disturbance. 


The examining psychiatrist concluded 
that though there could be no question of 
the fact that he could be held responsible 
for his acts, the mitigating concept of “ir- 
restible impulse” could be taken into con- 
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sideration and that he would not ordi- 
narily, without unusual stress, commit an 
act of violence. 


CasE No. 2 


This patient was an 18-year-old male 
charged with the murder of his father un- 
der rather unusual circumstances. He 
stopped to visit his father and the latter’s 
common-law wife and children while pass- 
ing through the community in which they 
lived. Testimony revealed that the visit 
proceeded in a friendly fashion. There was 
no overt evidence of hostility. They talked 
of fishing, hunting, etc. until the moment 
of the shooting. The gun had not been 
brought to the scene of the crime, but was 
there “by accident.” History showed that 
the father had deserted his wife (the de- 
fendant’s mother) and left her to care for 
herself and several children. Deprivation, 
both physical and mental, resulted, but, 
until the moment of the crime the defend- 
ant apparently had repressed his hostility 
successfully. 


The psychologic examination showed him 
to be in the dull normal range with an I.Q. 
of 80. 


The psychologist concluded that there 
was evidence of chronic immaturity and so- 
cial inadequacy; that he tended to restrict 
his social behavior to situations in which he 
felt secure and unthreatened; that there 
was an attempt at mastering feelings but 
that explosive and impulsive tendencies 
could be anticipated. Reality testing was 
well maintained. 


The examining psychiatrist found him to 
be completely cooperative, but passive and 
timid. He gave the impression of being 
shy and uneducated. He discussed his own 
feelings regarding the situation in which 
he found himself, expressed regret and then 
discussed his relationship to his father and 
and latter’s paramour. Indications were that 
he had a great deal of hostility which, up 
until the time of the shooting, he had 
repressed successfully. There was doubt re- 
garding his masculinity, with a suggestion of 
identification with his mother. 


The examining psychiatrist concluded 
that the act was the result of an irrestible 
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impulse probably motivated by the break- 
ing through into consciousness of previously 
repressed material and serving, in addition, 
as a denial of the feelings of inadequacy 
while commiting an act of aggression. 


While he could legally be held respon- 
sible for his act, the mitigating circum- 
stance of “irresistible impulse” needed con- 
sideration. He was not to be regarded as 
an individual who would ordinarily commit 
an act of violence. 


CasE No. 3 


The patient a white male, age 25 and 
married, was charged with the attempted 
murder of his wife and the murder of her 
paramour. The background history re- 
vealed a series of separations and tenuous 
reconciliations, the latter usually taking 
place during periods of his wife’s difficulties 
with her paramour. This pattern had be- 
gun when the defendant and his wife were 
in high school before their marriage. The 
defendant was always ready to take her 
back, and she used this weakness to taunt 
him. He was from a broken family and 
identified himself with his children whose 
home, too, was periodically broken. 


Psychologic examination showed him to 
be of average intelligence. Social aware- 
ness and judgment were adequate. He 
revealed difficulty in goal-dircting his emo- 
tional energy within the frame of reality. 
Objectivity and reality demands were at 
times bypassed. He attempted to compen- 
sate for tremendous feelings of inferiority 
by aggressive outbursts. Otherwise he 
showed regression, avoidance and immobili- 
zation. He tended to disparage his concept 
of himself. 


In the psychiatric examination he gave 
repeatedly the history of his own trauma- 
tic childhood and the rejecting attitudes 
of his wife. One noted particularly the de- 
fendant’s passivism and dependence. Ag- 
gressiveness had been repressed and broke 
through into consciousness only in impul- 
sive explosions. 


The examining psychiatrist concluded 
that, though he could legally be held re- 
sponsible for his acts and could stand trial, 
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his act should be considered an irresistible 
impulse or the breaking through of re- 
pressed unconscious material, and _ there- 
fore a mitigating circumstance. 


Three cases of murder are cited to illus- 
trate the breaking through of repressed, 
unconscious material into consciousness 
with resulting failure of ordinary controlling 
ability and resultant acts of great destruc- 
tion. This author concludes that these peo- 
ple are legally sane (unless one considers 
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the vague and unsatisfactory concept of 
“temporary insanity’’), and that they legal- 
ly must stand trial. However, the role of 
the psychiatrist in describing the person- 
ality structure of the defendant and the 
dynamic factors which went into produc- 
ing this personality leads to the considera- 
tion of the concept of irresistible impulse 
as a mitigating factor, and can aid the 
prosecuting attorney in arriving at a proper 
charge and the Court in reaching a humane 
and useful disposition of the case. 
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BROMIDE INTOXICATION: SIMULATING 


OTHER ORGANIC BRAIN SYNDROMES 


H. GreorceE Dr CHERNEY, M.D.* 


A simple test such as a quantitative 
serum bromide determination in a patient 
showing symptoms of delirium or an organ- 
ic brain syndrome, may enable the psysi- 
cian to arrive at a diagnosis promptly with- 
out employing unnecessary diagnostic pro- 
cedures. 


With increasing use of tranquilizing 
drugs prescribed for psychogenic disorders 
one is surprised to find that mental dis- 
turbances due to bromides are more fre- 
quent than is realized. In some psychiatric 
clinics 2% of all admissions have been 
found to be suffering from a bromide psy- 
chosis. Although psychoses resulting from 
bromides were frequent in the past, before 
the medical profession was adequately 
alerted to the changes which accrued to 
its prolonged administration, Noyes! 
pointed out that “50% of cases arise 
through the prescribing of bromides by 
physicians, the prescriptions, frequently be- 
ing repeatedly refilled.” 


Many toxic states are brought about by 
self-medication through proprietary drugs 
containing bromide such as “Nervine.” 
This disorder may simulate other organic 
brain syndromes. Since the psychosis may 
be short-lived, recognition of this toxic state 
can avoid transfer to a psychiatric hospi- 
tal and the patient may be treated in a 
general hospital. For this reason, a case 
of bromide intoxication will be described in 
detail. 


A 52-year-old weak, dehydrated white 
male was committed to the Delaware State 
Hospital on February 3, 1958 from a local 
hospital with the following statement on 
the commitment papers: “The patient has 
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been mentally confused, noisy and violent 
at times, has disorders of memory, delusions, 
partially destructive to clothing and furni- 
ture. He had to be restrained much of the 
time. All tests, including the cerebral spinal 
fluid examination, were negative. Com- 
plained of cold, cough and weakness. Ques- 
tion of an old encephalitis.”’ 


Both parents were living and well. The 
father was described as a kind, sympathic 
man and it was said that the mother was 
devoted to her two sons, of which the pa- 
tient was the older. 


No information was available concern- 
ing pre-school and school age growth and 
development except that there were no 
serious illnesses suffered during childhood. 
He was reared in a rural community and 
the economic status of the family was al- 
ways precarious. Therefore, the entire 
family had to work on the farm. Schooling 
was started at the average age but he left 
after the eighth grade to help with work 
on the farm. He married at age 21 and 
three children were born of this union. He 
was considered to be a hard, stable and 
dependable worker whose main concern was 
his work. He was an abstainer from alcohol. 


From birth the patient had a bronchial 
cyst which was removed in 1950 at the Me- 
morial Hospital, Wilmington, Delaware. He 
made an uneventful recovery. In 1954 he 
fell while at work, suffered a comminuted 
fracture, dislocation of the distal end of the 
left radius and intertrochanteric fracture 
of the left hip. Soon after he was taken to 
the Kent General Hospital, where a close 
reduction of the wrist fracture and an open 
reduction with pinning of the fractured left 
hip were performed. After the accident the 
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patient became at times restless and tense 
and had multiple somatic complaints which 
consisted of vague pains and aches, occa- 
sional dizzy spells, “giddy feelings” and at 
times insomnia and anorexia. It was noted 
at the plant where he was employed that 
he was dropping in efficiency. Nevertheless, 
he continued to work steadily. He was 
diligent about his employment to the point 
that he never missed a day and it was the 
main interest of his life. 


In January 1957 he was admitted to a 
local hospital with a history of upper re- 
spiratory infection, “high blood pressure,” 
weakness and fainting spells which were 
described as “‘black-outs,”’ with subsequent 
loss of recollection of the event. After study 
and examination, the physician made a 
diagnosis of Postural Hypotension. Doriden, 
one tablet PRN and Ephedrine, 3/8 grains 
daily, was prescribed. The patient was soon 
discharged from the hospital. 


Immediately after returning home he 
went to work. He became more quiet than 
usual; withdrawn, restless, insomnic, anor- 
exic and highly preoccupied with all kinds 
of aches, pains and bizarre symptoms. The 
family doctor was consulted often but none 
of the prescribed medicine seemed to satisfy 
the patient or alleviate any of his discom- 
fort. During May the patient was out of 
work. He complained continuously, was 
apathetic, uninterested in any activity and 
preoccupied with his job. The local prac- 
titioner prescribed Phenobarbital and Bella- 
donna. 


In June the patient returned to work and 
began to take Nervine, 1 teaspoonful, t.i.d. 
He stated that he began to feel better, more 
energetic, and that his preoccupation de- 
creased. He worked until the beginning of 
January 1958 but continued to have pre- 
viously described symptomatology to a 
lesser degree. 


Four weeks prior to his admission to the 
Delaware State Hospital, the patient de- 
veloped fever, cough, restlessness, irritability 
and pain in the neck region. After the 
family physician was consulted he was re- 
ferred to a local hospital. Laboratory tests 
were within normal limits. During hospital- 
ization the patient continued to be preoc- 
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cupied with his work, talked continually 
about it, and became restless. He soon be- 
came incoherent, was afraid of harm being 
done to him and was noisy and violent. He 
was placed in restraints and was given three 
different types of tranquilizers, which did 
not alleviate any of his symptoms. Because 
he was so disorganized, agitated and con- 
fused, he was transferred to the Delaware 
State Hospital on February 3, 1958. 


On admission the patient was overtly 
confused, incoherent and disoriented in all 
three spheres. Intellectual functions were 
grossly impaired. He was restless, unco- 
operative, could not follow commands and 
was slow in his movements and responses. 
He talked in a monotonous tone of voice or 
mumbled. He was unaware of his surround- 
ings and continued to show aggressive be- 
havior as in the general hospital. He was 
restless and wandered about the ward. 


Physical examination on admission re- 
vealed the patient to be pale, poorly nour- 
ished, dehydrated and older than the stated 
age. Blood pressure was 115/75, pulse 84, 
temperature 98.6°. Heart sounds were of 
good quality, with no arrhythmia. Respira- 
tory organs were normal to auscultation 
and percussion. The abdomen was soft. 
Liver and spleen were not palpable. There 
were no masses and no tenderness. Genito- 
urinary organs were negative for pathology. 
Neurological examination revealed the fol- 
lowing: cranial nerves were intact, includ- 
ing the fundoscopic examination. Cutan- 
eous and deep sensibility could not be ade- 
quately tested because of the confusion of 
the patient. All deep tendon reflexes were 
present and active. No pathological reflexes 
could be elicited. 


Laboratory findings revealed the follow- 
ing: 

February 3, 1958 

Urinalysis: Albumin 1+ 

Blood Wasserman non-reactive 

Spinal fluid cells 2, protein 30, Gold 
curve flat 

Wassermann non-reactive 

Fasting blood sugar 103, Urea Nitrogen 
34.5 

Creatinine 1.50, RBC 4,600,000 Hgb. 15 

WBC 6200, 
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EEG: Routine 16 lead EEG was slightly 

slow in all leads. Sleep was normal. 

EKG: Tracing was within normal limits. 

X-ray chest and skull: normal. 

February 10, 1058 

Urea Nitrogen 23.7 

Creatinine 1.45 

February 11, 1958 

Bromide Level: 154 mg/% 

February 17, 1958 

Bromide Level: 4 mg/100 cc serum 

March 3, 1958 

Bromide Level: less than 100 mg/% 
(Delaware Hospital). 

Bromide Level: 41 mg%100, control 
0 mg/100 (Delaware State Hospital) 

March 6, 1958 

Spinal fluid: protein 29, Bromides 5 
mg/% cells O, RBC 4,100,000, HBG 
12.8 WBC 1800 

Bromide Level: 20 mg/100 cc., Uri- 
nalysis negative 

March 27, 1958 

G.I. Series, Lumbar Vertebrae: 
Routine films showed normal filling of 

the stomach and duodenum, at five hours 

the stomach was empty and the head of 

the meal had reached the descending 

colon. Impression: Normal upper-gastro- 

intestinal tract. Examination of the lum- 

bar vertebrae showed no evidence of 

pathology. 

April 2, 1958 

Barium enema showed normal colon 

April 14, 1958 

RBC 4,290,000, Hgb. 13.1, WBC 9,500 


For the first 48 hours the clinical pic- 
ture remained unchanged. However, on the 
third day following admission he began to 
show remarkable changes. He became alert, 
partially oriented and was able to recall 
events of the past 24 hours. 


On the fifth day there was evidence of 
greater modification. He was fully aware 
of his surroundings, relaxed, well oriented 
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and could give a complete account of his ac- 
tivities for the last four days. He began to 
gain weight, was communicative and be- 
gan to help on the ward. 


By the end of February the patient be- 
gan complaining on several occasions of 
“dizzy spells.”” He was seen in consultation 
by our neurologist on February 19, 1958. 
The neurological examination revealed that 
responses were slow to questioning and con- 
centration impaired. There was no evi- 
dence of increased intra-cranial pressure of 
a localizing cerebral lesion. It was the neu- 
rologist’s feeling that this man’s clinical 
picture could be explained on a basis of an 
organic mental syndrome associated with 
chronic bromide intoxication. However, the 
consultant felt that several other studies 
should be done for complete investigation 
of the “black-out” spells. All subsequent 
studies, including G.I.Series, barium enema, 
etc., failed to reveal any pathology. A re- 
peat EEG on March 11, 1958 was within 
normal limits. 


By March 8, 1958, the bromide level had 
dropped to 20 mg/100 cc. The patient con- 
tined to improve. On April 17, 1958 he 
was discharged. 


DISCUSSION 


A case of bromide intoxication was pre- 
sented in detail: Three days after his ad- 
mission to this hospital, he began to show 
evidence of improvement. A _ subsequent 
quantitative serum bromide determination 
was 154 mgm/%, confirming the clinical 
diagnosis. Once the diagnosis was estab- 
lished, the reason for the intake of the 
bromides was thoroughly investigated. 


This case was reported in order to re- 
mind physicians that in all organic brain 
syndromes a diagnosis of Bromide Intoxi- 
cation should be considered and that toxic 
states, as a result of bromidism, are not 


uncommon. 
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OUTLINE OF PSYCHIATRIC EDUCATION AT 


DELAWARE STATE HOSPITAL 


KurT ANSTREICHER, M.D.* 


The following is an attempt to consider 
the training facilities available at the Del- 
aware State Hospital at Farnhurst for resi- 
dents. 


While it can be stated that psychiatrists 
never have agreed on a set of basic princi- 
ples to be applied to the training of future 
specialists in their own field, certain princi- 
ples have been recognized as_ generally 
valid. The following article is an attempt 
to evaluate existing facilities for training at 
the Delaware State Hospital in the light 
of accepted requirements. 


The core of resident training in psychia- 
try is and probably always will be super- 
vised contact between resident and patient. 
It should be extensive at times and inten- 
sive at others, and should be evaluated care- 
fully and repeatedly by the resident and 
his counselors. 


Patients have been our best teachers. 
The Delaware State Hospital (the only 
mental hospital in the state) admits psy- 
chotic and non-psychotic patients with the 
application of a minimum of selection, a 
fact which greatly facilitates the recogni- 
tion of epidemiological, prognostic and 
diagnostic factors of mental illness. 


Supervised day-by-day contact of the 
resident with a representative number of 
patients on admission services, and addi- 
tional information regarding other groups 
of patients obtained in conferences, provide 
the resident with a sound knowledge of phe- 
nomenology, diagnostic acumen and a valu- 
able sense of proportion in matters pertain- 
ing to his science. This knowledge often is 
less developed in residents trained in hos- 
pitals where patients are studied more in- 
tensively but in small numbers. 


*Acting Senior Physician-Psychiatrist, Delaware State Hospital 


On the other hand, in another area and 
phase of training contact between patient 
and resident should be more prolonged, 
both in duration of individual sessions and 
total length of therapy. Such intensive 
contact makes the resident aware of the 
crucial importance of the patient—thera- 
pist relationship and, in conjunction with 
careful supervision, teaches him the prin- 
ciples and techniques of relationship man- 
agement. 


At this hospital intensive study of desig- 
nated ward patients is limited by time and 
case loads of residents. Recently, psycho- 
therapeutic night clinics have been insti- 
tuted. Here the resident sees selected, pre- 
viously hospitalized patients in weekly 
therapy sessions, and in weekly seminars, 
attended by residents and senior physicians, 
discusses therapy problems of transference, 
counter-transference and progress. 


Partly because of the inability of psychi- 
atrists to agree on basic principles of train- 
ing, psychiatric centers for training tend to 
carry their stamp of individuality and to 
have their own hospital philosophy. 


Teaching in this hospital attempts to 
be eclectic in the sense of non-adherence 
to any one doctrine. It attempts to im- 
press residents with the fact that our knowl- 
edge in psychiatry is incomplete and incon- 
clusive, and that we need to remain open- 
minded. 


Most state hospitals, including our hos- 
pital, emphasize various somatic and social 
therapies. All common types of somatic 
therapy (except deep coma insulin) are 
used extensively, and the use of drugs is 
studied with great care. 


It frequently is stated that the resident, 
as training progresses, should shift the em- 
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phasis of study from purely descriptive as- 
pects of cases to investigation of the dy- 
namics involved. Psychodynamics, however, 
present psychiatry and psychiatric teaching 
with great and unsolved problems. Not only 
is the state of motivation theory uncertain 
and divided, and therefore doctrinaire, but 
also dynamic formulations attempted in all 
forms of mental illness frequently are spec- 
ulative, oversimplified as to cause-effect 
relationship and lacking in efforts at inte- 
gration of intraspsychic development with 
interpersonal contemporary factors. 


Psychodynamic considerations and form- 
ulations are nevertheless important aspects 
of suitable case studies and should be 
encouraged in spite of their speculative na- 
ture. 


Furthermore, emphasis on motivation will 
make the resident aware of the significance 
of teamwork in psychiatry—such as contri- 
butions made by social workers, psycholo- 
gists, etc. 


As in the case of most state hospitals 
not situated near universities, this hospital 
cannot readily assemble a large staff to 
teach psychiatry in formal lectures, nor 
would an extensive didactic program neces- 
sarily be advisable. However, most senior 
staff members hold faculty appointments at 
the University of Pennsylvania in Phila- 
delphia. Lectures are given at regular in- 
tervals by the Clinical Director and Precep- 
tor teaching is done by senior members 
of staff. Residents attend weekly psycho- 
therapy seminars. In our “Academic Lec- 
ture Series” nationally known outstanding 
scientists, working in psychiatry and re- 
lated fields, have talked on topics of special 
interest. Neurology, neuropathology, neu- 
roanatomy and physiology and _ electro- 
encephalography are taught in seminars by 
lecturers from medical schools in Philadel- 
phia, Pennsylvania. 


The psychiatrist now assumes responsi- 
bilities far beyond his original province of 
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the mental hospital and, for this reason, 
resident training should include out-patient 
work with adults and children, some in- 
patient work with children and work with 
community agencies, courts, etc. Residents 
at Delaware State Hospital get their ex- 
perience in these lines at the Governor 
Bacon Health Center and at the Mental 
Hygiene Clinic. 


Training also should be provided in pub- 
lic speaking, work in the psychiatric unit 
of a general hospital, consultation work 
with other hospitals and work with psycho- 
somatic patients. It is agreed that research 
interests should be stimulated and that resi- 
dents should be given opportunity to do 
research, a definite research altitude being 
the goal. Teamwork is desirable. Method- 
ology, documentation and principles of re- 
search statistics should be taught. The 
Delaware State Hospital has a_ research 
department which is at present engaged in 
the following studies: (1) clinical effective- 
ness of psychopharmacological therapies, 
(2) implications of social and clinical as- 
pects on course and outcome of schizophre- 
nia, (3) cerebral bloodflow and Metabolism 
in psychiatric disorders. Some _ residents 
have received special training and partici- 
pate in these projects. 


In conclusion, something should be said 
about the way in which teaching should 
encourage the resident to develop his own 
individual life-style as a psychiatrist. Iden- 
tifications with one or two teachers out of 
keeping with the resident’s personality 
tendencies should be avoided. Therefore a 
large number of teachers is an advantage, 
and additional training during the resi- 
dency period, such as personal analysis, 
etc., may be desirable. Opportunities for 
additional training should be offered. 


The Delaware State Hospital, being close 
to Philadelphia, offers definite possibilities 
along these lines. 
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“‘NO ROOM AT THE INN” 


FrIEDA R. HENDELES, M.D.* 


The history of mental illness has been 
one of alternately changing accent, from 
the physical methods of treatment to the 
humane aspects of social reform and com- 
munity responsibility. The earliest known 
references to mental disturbance were con- 
tained in the early Egyptian papyri but 
views as to family responsibility already 
were being expressed by the Greeks, not- 
ably in Plato’s “Republic:” “If anyone is 
insane, let him not be seen openly in the 
city, but let the relatives of such a person 
watch over him at home in the best man- 
ner they know of, and if they are negligent, 
let them pay a fine.” 


In more recent times, family and com- 
munity responsibility have become increas- 
ingly recognized among progressive and en- 
lightened peoples. In this country the Vet- 
erans Administration and a number of 
State Hospitals are active in the develop- 
ment of family and community participa- 
tion in the treatment and rehabilitation of 
the mentally sick person. What, then, is 
happening within our own state, and what 
repercussions are being felt within our own 
psychiatric hospital? 


Once an emotionally sick person has left 
the family circle for more than six months, 
the gap gradually closes to exclude his re- 
turn at a rate in direct proportion to the 
length of absence. By this time, relatives 
have reorganized their lives in such a way 
that the patient can no longer be accomo- 
dated, or the members of the family have 
lost interest and do not want to have him 
return. Or perhaps they have moved, or the 
remaining relatives have died. Thus the 
door of return has virtually been slammed 
in the face of the sufferer. 


Often relatives, as well as the community 
at large, behave as though they were being 
imposed upon when attempts are made to 


* Acting Senior Physician-Psychiatrist, Delaware State Hospital. 


replace individuals who have been sick but 
are ready for rehabilitation to the status 
of useful and worthy citizens. They do not 
seem to understand that the returning pa- 
tient is a calculated risk and, therefore, in- 
finitely safer than the undiagnosed mentally 
disturbed persons who constitute a sizeable 
portion of our community. 


Many patients, often middle-aged or eld- 
erly, who in their effectively functioning 
periods have been good citizens, are forced 
to live constricted and purposeless lives be- 
cause the community which they have 
served so well is no longer tolerant of, or 
interested in, their welfare, their only fault 
having been that of emotional sickness— 
the unjustly condemned. This response dif- 
fers little in essence from that of Biblical 
times when the leper and the pariah were 
cast out. 


Repercussions of such treatment by the 
community are of a dual nature. Since the 
patient has nowhere to go and often is re- 
fused the opportunity to work, he comes to 
feel useless and rejected, with consequent 
feelings of utter futility which sometimes 
lead to relapse and chronic institutionaliza- 
tion with a state of apathy and automat- 
ism. This causes a steady increase in the 
resident hospital population, with conse- 
quent overcrowding. It results in reduction 
of beds available for treatment of acute 
conditions. Such delays prolong the course 
of the illness, depriving the family of its 
breadwinner or young children of their 
mother’s care for a longer time than neces- 
sary. Modern drug therapies have not di- 
rectly increased the number of “cures” but 
they have made it possible to reach patients 
more readily with rehabilitation methods, 
thus mobilizing and socializing a large num- 
ber of people who otherwise might have 
slid down the path to eventual chronicity 
and prolonged hospitalization. 
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It must be remembered, however, that 
institutional residence for even a few months 
requires gradual adjustment to the condi- 
tions of existence in this pressured, com- 
petitive world of the jet age. Rehabilitation 
within the hospital, although an essential 
factor, is not enough. Several transition 
stages outside the hospital have to be tra- 
versed in the successful crossing of the 
bridge to mental health and a full life. The 
ground for such transition stages is now in 
the process of preparation but for the suc- 
cess of such a program, each individual 
member of the community must contribute 
to the shared responsibility between the 
mental health services and the community. 
What, then, are the mental health services 
doing to further the cause of the mentally 
sick in this state and how can members of 
the community help in this vital task? 


For the past two years the state hospital 
has maintained a program relating drug 
therapy to rehabilitation outside the hos- 
pital. It is under the regular supervision of 
a visiting nurse to the home or place of resi- 
dence of the patient, thus enabling patients 
to step onto the bridge earlier than would 
otherwise have been possible. More recently, 
evening clinics have been opened at the 
hospital for continued treatment of patients 
who otherwise might have had to prolong 
their stay in the hospital. 


Activities of the Mental Health Associa- 
tion include education of the community in 
mental health through films, lectures and 
the press; provision of seminars for the 
clergy of all denominations and provision 
of vocational training for patients with the 
trojan task of job placement and sometimes 
provision of living accommodation. The 
two latter are, perhaps, the most difficult 
tasks, requiring energetic, enthusiastic and 
consistent support from the community as 
a whole. Valuable and devoted work is be- 
ing done by Volunteer Workers, and a plan 
is under construction for the most efficient 
utilization of their generous assistance. 


The role of the family physician is an 
important one within the community and 
perhaps has not been appreciated to its 
fullest extent. One of the laudable features 
of the doctor-patient relationship is the in- 
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terest and counsel which the personal 
physician extends to the family of the 
mentally sick patient during the first few 
months of his hospitalization. However, in 
the later stages of the patient’s illness when, 
perhaps, a year or more has passed, the 
strength of the relationship is no longer 
directed toward “keeping the chair warm” 
for the return of the sufferer—apathy has 
set in. A change of emphasis is urgently re- 
quired on the part of both hospital authori- 
ties and family physicians. If this valuable 
solicitude could be transposed from the on- 
set to the later stages of the patient’s ill- 
ness, much more could be accomplished 
toward the solution of one of the most 
urgent problems of mental health—that of 
keeping the door open for the patient’s re- 
turn to the community. 


The responsibility of the community 
lies in accepting the patient and providing 
employment, a place of residence and social 
activities. Volunteer workers could give help 
in many ways. They could approach indus- 
trialists, whom they often know personally, 
for employment of patients. Such action 
helps create a sense of usefulness and re- 
sponsibility not only in the patient but also 
in the community. 


Through the medium of volunteers and 
civic organizations, the community can pro- 
vide for a pressing need: a temporary haven 
for groups of patients who are ready to face 
everyday life again but who have nowhere 
to go because there is “no room at the inn.” 
In California, volunteer workers have set up 
such havens and are running them with suc- 
cess. The required type of residence could be 
run simply and inexpensively for groups of 
eight or ten patients in a house assisted by a 
house-mother with visits from a commun- 
ity physician once weekly, the latter keep- 
ing contact with the psychiatric hospital 
for information and advice. Patients receiv- 
ing special medication could be visited by 
the Home Care nurse from the hospital. 
Such groups could develop methods of self- 
management, some doing the cooking, some 
the housekeeping, while others go out to 
work to help maintain the home. Experi- 
ments such as this have been carried out 
successfully in Australia. A further develop- 
ment of this theme would be the formation 
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of a social club for these and other ex- 
patients within the area, thus unifying the 
provision of their needs. 


A more ambitious program is that of 
the foster home placement of patients, an- 
other of the necessary arms of rehabilita- 
tion. This, however, requires an advanced 
stage of mental health education of the 
community as well as a large number of 
social workers with provision of generous 
finances by the community. Such programs 
already are in successful operation in many 
states. 
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Let us, the members of the community, 
therefore allow light into the places of 
darkness give understanding and help to 
those who, but for the grace of God, might 
be one of us. 


SUGGESTED READING 


Thirteen Indices, Joint Information Service of APA & NAMH, 
1957. 


V.A. Programme Guide. Psych. & Neurology. M-2. Part X. 
March, 1955. 

Rehabilitation & Post Hospital Care. Iowa Mental Health 
Authority. 1957. 

Mental Hospitals. February, 1958. 

Plato’s ‘‘REPUBLIC’’. Book XI. c.13. 


te 
f 
: 


218 DELAWARE STATE MEDICAL JOURNAL 


AucustT, 1958 


OBSERVATIONS OF CARDIAC PATIENTS 


SUBJECTED TO ELECTROCONVULSIVE THERAPY 


Daviv J. Remnnarpt III, M.D.* 


The improvement which frequently oc- 
curs in mental states when treated by elec- 
troconvulsive therapy is well known. Those 
most familiar with this type of treatment 
also are aware that it is not without a 
certain mortality rate, especially in patients 
afflicted with cardiovascular disease. Be- 
cause of the physician’s respect for the 
results of electroconvulsive therapy, cardiac 
patients often are denied the benefits of 
this type of treatment. It is the purpose of 
the author, in conjunction with the psychi- 
atric staff at the Delaware State Hospital, 
to follow closely a series of patients with 
cardiac disease through a course of electro- 
convulsive therapy (ECT) in an effort to 
derive a safer procedure whereby more 
elderly cardiac patients with mental illness 
can be helped. 


Data is relatively sparse concerning mor- 
tality from ECT. Maclay,' with the help of 
statistics from the British Ministry of 
Health, reported 62 deaths in four and one 
half years in the British Isles. The number 
of patients treated during this period was 
not known. Alexander et al? reported five 
deaths in 5,325 patients who received 70,- 
000 treatments at one mental hospital. This 
would indicate approximately one death per 
1000 patients receiving a course of ECT. 
Kalinowski et al> quote a fatality figure of 
0.06% from a survey by Kolb and Vogel# 
of 305 mental hospitals. This probably is 
closer to the accurate figure because of the 
scope of the study. However, if one were 
to limit the observations to those in the 
poor risk category because of cardiovascular 
disease, the incidence might well be in the 
realm of one death in 100 to 300 patients. 


* Cardiologist, Delaware State Hospital, Director, Hypertension 
Clinic, Delaware Hospital 


Should one reject for therapy the whole 
poor risk group for the sake of possibly pre- 
venting one catastrophe? The usual answer, 
without considering details would unequi- 
vocally be ““Yes!”’ However, if we recognize 
the fact that the majority of patients in the 
age bracket susceptible to cardiovascular 
disease are suffering from involutional mel- 
ancholia or reactive depression, and most 
cases have been productive members of the 
community, and that a return to this status 
frequently can be achieved by a course of 
ECT, then the answer must be that of tak- 
ing a calculated risk and proceeding with 
therapy. In addition to this esoteric reason- 
ing one must realize that such patients often 
are suicidal either by overt act or more 
passively by a refusal to eat, which leads 
to weight loss, malnutrition, starvation and 
eventual death. When these factors are con- 
sidered in the individual case, the decision 
must be made as to whether the calculated 
risk or the ultimate outcome is the desired 
course. 


PHYSIOLOGIC BACKGROUND 


Any patient undergoing ECT goes 
through certain stages with respect to body 
physiology.’ Often there is a marked degree 
of anxiety and fear in anticipation of treat- 
ment. This is followed by a release of adren- 
al hormones, the most evident of which are 
epinephrine and _ norepinephrine, which 
cause a tachycardia of variable degree and 
arterial blood pressure elevation. 


The tachycardia is further propagated by 
the increased tone of the autonomic nerv- 
ous system. With treatment the electrical 
discharge is conducted through the cerebral 
hemispheres and the tonic convulsive phase 
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appears with the immediate onset of apnea. 
The clonic phase follows, and only after this 
has terminated does respiration begin again. 
In the normal heart this period of anoxia 
may last for as long as 90 seconds and is 
rarely dangerous. As respiration begins, a 
strong vagal “storm” usually follows, with 
multiple cardiac effects. Especially affected 
are the rate, the site of impulse formation 
and atrioventricular conduction. At this 
stage the systolic blood pressure is consider- 
ably elevated and remains so for a period 
of 30 minutes to one hour. These effects 
slowly subside as the patient is reoxygen- 
ated and returns to the conscious state. 


In the patient with severe cardiac disease 
this course of events is dangerous. At the 
termination of the convulsion, myocardial 
anoxia is intense, and the difference in tissue 
oxygen tension between healthy heart mus- 
cle and fibrotic, ischemic myocardium is 
acute. It is this difference, according to 
Beck*, which increases myocardial irritabil- 
ity at the junction zones and initiates ven- 
tricular extrasystoles. The added factor of 
acute cardiac dilatation during the convul- 
sion adds to the irritability. The physiologic 
accentuated vagal influence at this point 
adds further arrhythic potential to the al- 
ready over-stressed heart. In addition to 
this, extensive coronary atherosclerosis in- 
jects myocardial ischemia which, if pro- 
longed, may lead to subendocardial necrosis 
or infarction. Therefore, it is obvious that 
cardiac patients undergoing ETC are ex- 
posed to a form of excessive stress unimagi- 
nable to cardiologists of 30 years ago. 


The following group of patients with 
heart disease were closely observed at the 
Delaware State Hospital while undergoing 
ECT. These cases illustrate many dangerous 
developments for which one must be alert, 
and also suggest therepeutic methods for 
increasing the safety of such patients. 


METHODS AND MATERIALS 


The patients chosen for this study were 
in extremis from the depression of their 
mental illness and all were suicidal or so 
negativistic as to necessitate in many in- 
stances feeding by nasogastric tube. They 
had not responded to chemotherapy which 
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had been tried. The diagnosis of cardiovas- 
cular disease to a degree of severity to war- 
rant a “poor risk” classification was made 
by either a substantiated history of myo- 
cardial infarction, evidence of congestive 
heart failure, hypertension with advanced 
cardiac hypertrophy or a valvular lesion 
with chamber enlargement. In every in- 
stance an electrocardiogram was abnormal. 


Eighteen patients were studied, nine male 
and nine female. The female age range was 
48 to 84 years, with an average of 72.7 
years. The male age range was 43 to 73 
years and averaged 65.7 years. The total 
number of separate ECT given was 130. 
Eight patients were refused consideration 
because of advanced disease such as recent 
myocardial infarction, acute congestive fail- 
ure or extreme irritability of the myocard- 
ium not responsive to quinindine. Three 
patients in the series were being maintained 
on digitalis. 


The diagnostic categories are listed in 
Table I. Total diagnoses show more than 
18 because several patients had more than 
one condition. Patients with pulmonary 
disease also had coronary artery disease. 
One female patient, classified as having 
coronary disease on the basis of history and 
an abnormal electrocardiogram was proven, 
following the course of ECT, to be an ex- 
ample of the unstable “T” wave syndrome 
and was reported elsewhere.’ It is likely 
that she had a normal cardiovascular sys- 
tem. 


Each treatment was monitored by a 
continuously running electrocardiogram, 
stopped only while the convulsive stages 
were in progress. At most treatments a 
cardiologist was present. Following each 
patient’s course, a standard 12 lead electro- 
cardiogram for comparison with the pre- 
treatment tracing was done. In most cases 
pre-ECT medication was not given until 
after it was evident what type of abnormali- 
ty was likely to develop. This seemed to be 
a more sensible course than giving a number 
of drugs and medications to each patient 
and risking an unnecessary drug reaction. 


The average number of ECTs was 8.3 per 
patient. The range was from 1 to 16 treat- 
ments. Three patients received one or two 
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treatments only, due either to request for 
cessation of the program by the family or 
evidence of a marked myocardial irritability 
which was of a magnitude uncontrolled by 
drug therapy. 


The blood pressure in this series was not 
continuously measured during treatment. 


RESULTS 


There were no deaths in this group. 
There were no cerebrovascular or coronary 
incidents. The only complications were 
transient in nature and left no permanent 
damage. The complications can be divided 
into the “pre-ECT” and “post-ECT” cate- 
gories with further subdivision as indicated: 


1. Pre-ECT: In this division the main fac- 
tors are (a) the anxiety of the patient, 
with subsequent effect on heart rate and 
myocardial irritability and (b) the pres- 
ence of a relative bradycardia. 


Anxiety or anticipatory fear played 
a significant part in the courses of four 
patients. In this group the pre-ECT 
heart rate was noted to increase steadily 
with each successive treatment. When 
the rate reached and exceeded 130 per 
minute there appeared to be a marked 
increase in ventricular irritability, as evi- 
denced by frequent ventricular extra- 
systoles, ventricular bigeminy and a 
tendency towards transient ventricular 
tachycardia. Quinidine was of no value 
as a prophylactic measure in this group. 
A significant improvement was noted, 
however, when the patient was given 225 
mgm (gr. 33%) of amobarbital sodium 
intramuscularly one hour prior to treat- 
ment. In this type of patient the prog- 
ressive increase in agitation or appre- 
hension makes fairly heavy sedation a 
necessary preventative measure. Ventric- 
ular tachycardia is the forerunner of 
ventricular fibrillation, which usually re- 
sults in sudden death. 


The term “bradycardia,” when used 
in relation to the pre-ECT pulse rate, 
may be defined as a heart rate which 
does not accelerate more than 75 per 
minute when the individual progresses 
beyond the first treatment. The average 
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patient, after the initial treatment, usu- 
ally has an increase in heart rate to 
between 80 and 110 per minute. Three 
patients in this series showed this 
abnormality. Each developed severe 
post-ECT vagal effects. The danger, in 
this instance, comes during the vagal 
“storm” and may result in cardiac asys- 
tole, which again may cause death. None 
of these patients developed asystole but 
each showed marked vagal effect by 
manifesting either nodal rhythm, sinus 
arrhythmia, various degrees of atrioven- 
tricular block, sinus arrest, atrioventric- 
ular dissociation or shifting pacemaker. 
These changes occurred either alone or 
in combination. By using atrophine in 
doses of 1 mgm (gr. 1/60) these abnor- 
malities could be completely prevented. 


Post-ECT: In this division the vagal and 
extravagal arrhythmias and _ ischemic 
changes are the primary dangers. The 
method of Mann and Burchell® is used 
for classifying the frequency of ventric- 
ular extrasystoles. Table II lists the 
number of patients developing each type 
of abnormality in this series. 


The only patient who failed to demon- 
strate any electrocardiographic abnor- 
mality was the one already mentioned 
who had the unstable “T” wave syn- 
drome. Each treatment in this case re- 
sulted in return to a normal tracing 
immediately following the convulsion, 
despite a definitely abnormal ““T” wave 
pattern in each pre-ECT tracing. This 
patient also showed the _ progressive 
“anxiety” type of pre-ECT tachycardia 
pattern, but failed to show significant 
evidence of increased ventricular irrita- 
bility with a rate as high as 130 per 
minute before treatment. From _ these 
findings it was postulated that the pa- 
tient would give positive responses in all 
tests for neurogenic ““T”’ wave instability 
and also have a normal ballistocardio- 
gram. These postulations were later 
proven to be so. 


Two patients with chronic pulmonary 
disease and coronary disease caused 
anxiety on the part of the observers. 
Without prior medication on the first 
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ECT each patient developed and main- 
tained a profound, livid cyanosis, propa- 
gated by diffuse bronchospasm and res- 
piratory obstruction from tenacious se- 
cretions. The anoxia produced an intense 
increase of ventricular irritability. The 
labored respiratory efforts lead to a 
pronounced accentuation in the vagal 
“storm” phase, with subsequent exten- 
sive vagal arrhythmias. 


It was found that intramuscular 
Aminophyllin, 450 mgm. (gr. 7%), 
given one hour before treatment im- 
proved the bronchospasm. Atropine, 
1 mgm. (gr. 1/60), effectively abolished 
the vagal complications. Saturation of 
the patient with 100% oxygen for two 
minutes immediately prior to treatment 
reduced the post-ECT cyanosis to an 
almost undetectable level. 


These patients finished their courses 
of treatment with rare ventricular pre- 
mature contractions as the only manifes- 
tations of what at first appeared to be a 
grave situation, with either a patient 
mortality or deprivation of further treat- 
ment as the alternative choice. 


The routine of saturation with 100% 
oxygen was found to be useful in pa- 
tients showing pre-ECT ventricular ir- 
ritability or extensive myocardial scar- 
ring. This compared favorably with the 
use of quinidine as a suppressant of 
abnormal myocardial irritability. How- 
ever, the combined use of oxygen satura- 
tion and quinidine was most effective 
in reducing the extra-vagal complica- 
tions to a minimum. The ensuing treat- 
ments were tolerated without danger by 
most individuals. 


The patients observed in this series were 
consecutively treated over a 12-month peri- 
od, so that the early cases did not benefit 
from the prophylactic therapeutic measures 
clarified later by experience. 


In this series myoneural blockade was not 
used, contrary to advice from others,’ be- 
cause anesthesiologist support was not al- 
ways available. While this type of modifica- 
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tion to ECT would appear to offer certain 
advantages, it is the author’s opinion that 
its use should be restricted except in those 
instances where members of the anesthesia 
department are in the treatment room. Also, 
occasional severe untoward reactions occur 
with these agents which are unpredictable 
and could easily cause death in patients 
with damaged hearts. 


SUMMARY 


Electroconvulsive therapy can be effec- 
tively carried out on most patients with 
severe cardiovascular disease. Observations 
of 18 consecutive patients undergoing a 
total of 130 treatments successfully are 
herein reported. Continuous electrocardio- 
grams taken during the convulsive episodes 
seemed necessary to indicate which type of 
specific supportive therapy was to be given 
the patient during the subsequent course 
of treatment. The use of “shot gun” pro- 
phylactic medication is to be discouraged, 
as is the use of myoneural blockade without 
extensive precautions. 


Coronary artery 16 
Hypertensive cardiovascular disease...... 3 
Chronic pulmonary disease...................... 2 
Rheumatic heart disease.......................... 1 
TABLE I: The diagnostic categories of pa- 


tients in this series: 


Vagal Arrhythmias 


1 
6 
Incomplete A-V Block........................ 4 
2 


Extra-Vagal Arrhythmias 


Premature Ventricular Contractions 


5 
Bi or Trigeminy (Ventricular).......... 1 
Ventricular Tachycardia.................... 3 
Auricular Premature Contractions.... 3 
Auricular 1 


| 
= 


222 DELAWARE STATE MEDICAL JOURNAL AucusT, 1958 


Ischemic Changes 


Total Numberv................... . 9 
Abolished with Oxygen..................... 
Improved with Oxygen....... 
Not Improved with Oxygen............... 
Not Tested with Oxygen.................... 3 


TABLE II: Post-ECT changes noted in the 
electrocardiograms of 18 pa- 
tients undergoing courses of 
electroconvulsive therapy. 


tv 
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CASE STUDY OF TRAUMATIC EPILEPSY 


C. LAWRENCE R. Souper, M.D.* 


A male patient, age 19, was admitted to 
the Delaware State Hospital on regular 
commitment papers in November 1928. He 
had been a patient in a general hospital 
before coming here, and except for interim 
trial visit periods, he has been here con- 
tinuously since the above date. 


History showed that the father drank 
alcohol excessively. The mother neglected 
the children and left her husband about 8 
years before the patient was admitted here. 
The family had not seen her since that 
time. 


In November 1923 the patient was in- 
jured by a fall or jump from a trolley car. 
He was unconscious and was taken to a gen- 
eral hospital. Examination revealed a de- 
pressed fracture of parietal and occipital 
bones, with epidermal hemorrhage. 


Shortly after this accident the family 
noticed a change in the patient’s personal- 
ity. Prior to the accident he had been 
friendly, witty and well liked. He was easy 
to discipline. Following the accident he be- 
came disobedient, resistive and disorderly. 
He also began to drink alcohol excessively. 


In November 1923 he was operated on 
at a general hospital for removal of the de- 
pressed fragments. In 1924 he had another 
operation at the same hospital prior to his 
admission here. Epileptic seizures com- 
menced after the second operation and re- 
curred about every three months. They 
were grand mal attacks, with loss of con- 
sciousness for about five minutes, then a 
dazed condition of 10 or more minutes 
frequently was followed by another seizure. 
He worked in a woolen mill for about six 
months but had to leave because of the 
attacks. 


At the time of admission to the Dela- 
ware State Hospital the commitment 


* First Assistant Physician, Delaware State Hospital 


papers indicated that the patient was suf- 
fering from depression, irritability, dis- 
orders of memory and incoherence. Prog- 
ress has been marked by conflicts with 
other patients and excessive irritability at 
times. He was boastful and, on occasions, 
inclined to be jealous. He liked attention 
and was always eager to talk about his con- 
dition. There has been a more or less con- 
stant hypochondriacal trend. He became 
loud at times and showed mood fluctuations 
and temperament changes characteristic of 
epileptic patients. He was pleasant and 
likeable when things pleased him but might 
change suddenly on slight provocation to 
antagonistic, aggressive and belligerent be- 
havior. He became arrogant, demanding 
and sarcastic, and was argumentative if he 
could not have his own way. He usually be- 
came more friendly in a few days, however. 
When well enough to do so he took part in 
activities and work assignments. 


In neurosurgical consultation it was ad- 
vised that the patient have a cranioplasty 
to close the defects in the head and, fol- 
lowing that, an occipital bone flap and re- 
section of scar tissue. The findings were 
described as severe and generalized under- 
lying brain damage. 


He had an operation in March 1954, at 
which time excision of the occipital pole 
was carried down to the ventricle. Since 
the operative procedure was lengthy, no 
attempt was made to cover the boney de- 
fect at that time. He had several con- 
tinual seizures prior to and immediately 
following the operation. During the en- 
suing weeks the seizures were more easily 
brought under control and the weakness of 
the right side and the aphasia, which was 
present prior to the operation, decreased. 
He continued to have petit mal seizures 
involving the right side of the face, which 
drew the mouth to the right. He also had 
numbness in the right foot, ascending to 
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the level of the eye but not always followed 
by a convulsive seizure. 


In February 1958 he developed status 
epilepticus, consisting of focal and gen- 
eralized seizures which were believed to be 
related to left cortical scarring due to 
trauma. The status epilepticus was con- 
trolled by Sodium Luminal intravenously. 
Subsequent doses of Sodium Luminal were 
given intramuscularly. He was given Di- 
lantin Sodium intramuscularly three times 
a day. When in the continual seizure state, 
and after the seizures were controlled, he 
was given Mysoline orally. A spinal punc- 
ture was performed for control of the status 
epilepticus. 


In March 1958 he complained about once 
weekly of weakness and numbness of his 
right arm and the right side of the face. 
This lasted only a few seconds. These ap- 
peared to be mild seizures which had not 
as yet been controlled but which have 
been much less frequent since that time. 
At times he complained of a tingling sen- 
sation in the right leg, with sudden weak- 
ness, at which time the knee would buckle 
under him. This sensation would begin in 
the right foot, go up the leg to the hip, 
and through the body. The calf muscles of 
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the right leg became hard in contraction 
and caused some pain. He needed to hold 
on to something to remain erect, standing 
on the left leg. This has resulted in some 
uncertainty in walking. As personality dis- 
turbances, irritability, threatening and 
abusive behavior, temper tantrums, etc. 
are recognized as epileptic equivalents, the 
attacks would seem to be of this nature. 


He is receiving Dilantin Sodium 1% 
grains three times a day; Mysoline, 250 
mg. at 8 a.m., 250 mg. at 12 and 500 mg. 
at 8 p.m. daily; and Mebaral, 100 mg. 
three times a day. 


Up to this time there has been no es- 
sential change in his mental condition 
from that described above. His orientation 
in all spheres and memory are fair. He 
has ground privileges. His range of general 
knowledge is fairly well preserved. 


In the above case patient had sustained, 
due to trauma, extensive and diffuse brain 
damage. The original cortical scar was ex- 
cised and he was continued on medication. 
An amelioration of some of the symptoms 
was accomplished. 
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Editorial * 


ONE MORE PLUS FOR THE STATE OF DELAWARE 


Statistics regarding the rates of homicide 
and rape indicate that execution of persons 
convicted of these crimes has not been ef- 
fective in preventing such crimes. Nor have 
states and foreign countries which have 
abolished capital punishment experienced 
an increase in the rate of homicides, rape 
or other crimes punishable by death. 
Rather, there has been a decrease in the 
rate of such crimes. 


Most of the cases ot homicide and rape 
in Delaware which were examined by the 
State Psychiatrist were not “insane” from 
the legal viewpoint. However, though not 
mentally ill, the defendants possibly were 
suffering from some deep-seated psychiatric 
problem. Most of them were rational and 
were able to distinguish right from wrong. 
They knew the crime they had committed 
was wrong according to the laws of man 
and God. The number of frankly psychotic 
persons among the perpetrators of homicide 
and rape is usually small. Those who suffer 
capital punishment are generally the poorly 
educated who act from primitive emotion, 
and whom we, as the surrogates of society, 
have not yet been able to reach. 


Society makes no real gain through capi- 
tal punishment, and since executions have 
not been a deterrent to crime, capital 
punishment seems merely to be public self- 


gratification. The demand for extreme 
punishment is our wish to satisfy our own 
emotional reactions by vengeance. Ap- 
parently it has not occured to us that death 
may not be punishment to murderers but 
instead may bring instant relief from the 
pangs of conscience which should be ex- 
perienced by the individual who deprives 
another of his life or who ravages or defiles 
another. 


The death sentence for an act of crime 
is a primitive reaction on the part of peo- 
ple who establish such a law. The command- 
ment, ‘Thou shall not kill,” is not abrogated 
through statutes passed by lawmakers and 
written into their codes. No one has the 
right to destroy a human life regardless 
of what that human being has done. 


No one is more aware of this philosophy 
of the preservation of human beings than 
members of the medical profession whose 
principle as far back as Hippocrates has 
been to create, construct, revamp and re- 
habilitate, and not to destroy. 


The Genera] Assembly of the State of 
Delaware and the Governor are to be com- 
mended for passing the bill abolishing capi- 
tal punishment, thus making the State of 
Delaware one of the first seven states in 
the United States to have passed such 
legislation. 
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MARSILID® ACTION AND SIDE-EFFECTS 


C. P. Turner, M.D.** 


This paper presents a preliminary report 
on treatment with Marsilid of 40 mentally 
ill patients. They were selected on the basis 
of certain symptoms with no regard to sex 
and were from 22 to 75 years of age. There 
were 8 men and 32 women in the group. The 
diagnoses varied, but the patients had in 
common apathy, withdrawal and psycho- 
motor retardation. The diagnostic break- 
down is given in table 1. 


Table 1 
25 
Affective Disorders .......................... 11 
1 
Chronic Brain Syndromes .............. 2 
Mental Deficiency ............................ 1 

40 


The length of treatment was from 10 
to 98 days, with an average of 33.4 days. 
The largest daily dose was 450 milligrams, 
given in three divided doses of 150 milli- 
grams each. The average dose was 176.5 
grams. 


Patients were observed for physical as 
well as phychic changes. Some patients 
showed an increase in activity, but it could 
not always be considered therapeutically de- 
sirable. Therefore, results were judged on 
the basis of therapeutic result as well as an 
increase in psychomotor activity. Resuli 
were graded as follows: 


Maximum 
Moderate response + 


Results are given in Table 2. 


From table 2 it can be seen that while in 
10(25%) of the patients there was an in- 
crease of activity, in only 6(15%) were th 


* Marsilid was contributed by Hoffman-LaRoche Inc., Nutley, 
New Jersey ; 
** Visiting Psychiatrist, Delaware State Hospital 


results therapeutically desirable. Also, in a 
large percentage of the patients there was 
no response. 


Table 2 
Activation Therapeutic 
Result 
+t + ++ 
Schizophrenia 6 19 2 23 
Affective 
Disorders a a 2 1 8 
Psychoneuroses 1 1 
Chronic Brain 
Syndromes 2 2 
Mental Deficiency 1 1 
Total 1 9 30 2 4 34 


Side effects were noted in 30(75%) of the 
patients. In only one instance did the oc- 
currence of side effects cause discontinu- 
ance of the drug. This was a case of dizzi- 
ness and vertigo in which the patient was 
unable to stand or walk without falling. 
Side effects were varied and are tabulated 
below: 


Effect No. of Cases 
2 
2 
8 
1 
Voiding Difficulty 1 
1 
10 


30 (75%) 


There was no consistent response in terms 
of appetite and weight. Fifteen patients 
gained weight, 11 lost weight and 14 showed 
no change. There was no correlation be- 
tween change in weight and therapeutic re- 
sponse. 


¢ 
Be 
. 
= at 
7 
he 


AucustT, 1958 


CONCLUSION 


This is a report of a series of 40 patients 
treated with Marsilid. This drug was used 
in order to bring about a reversal of retar- 
dation in some inactive and depressed 
patients. The results were not encouraging 
on two accounts: (1) The majority of 
patients failed to show the anticipated acti- 
vation (2) Activation often failed to be 
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therapeutically useful. There also were many 
undesirable somatic reactions. Therefore, 
Marsilid appears to be of limited value in 
patients with psychotic syndromes char- 
acterized by lethargy, social withdrawal 
and psychomotor retardation. 


Investigation of the effects of Marsilid 
in the treatment of accute affective dis- 
orders is now in progress. 
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CLINICAL TRIAL OF RITALIN’ IN THE TREATMENT OF 


CHRONICALLY UNDERACTIVE AND 


DEPRESSED PATIENTS 


H. A. DENZEL, M.D.** 


Since the advent of “tranquillizers,”’ the 
use of drug therapy has received an impetus 
in psychiatry. Progress has been made in 
the treatment of disturbed patients who 
show hypermotility, increased affective ten- 
sion and hypernormal initiative.' Patients 
in states of depression, apathy and under- 
activity, however, do not respond to these 
drugs. Although electroshock has given 
good results in the treatment of depression 
and allied syndromes over the last 20 
years, it has remained a drastic treatment 
and many patients have objected to its use. 
On the other hand, drug therapy still leaves 
much to be desired. While the pressor 
amines of amphetamine and ephedrine are 
capable of stimulating mental activity, the 
cardiovascular and anorexic side effects 
limit their therapeutic value. 


Ritalin was introduced by R. Meier F. 
Gross and J. Tripod as a central nervous 
system stimulant in 1954.* It produces 
small peripheral sympathomimetic qualities 
and exerts little or no effect on normal or 
moderately hypertensive blood pressure in 
fact, it produces a prompt reduction in 
blood pressure elevated by amphetamine 
or ephedrine.* In average doses it rarely 
interferes with appetite. In animal experi- 
ments a dose of 0.5 to 1.5 mg. per Kg. in- 
duces motor restlessness which lasts for 
several hours, leaving the animal in a state 
of fatigue. Larger doses produce atactic gait 
and tonic-clonic convulsions.* Laboratory 
studies have shown antagonism of paren- 
teral Ritalin to effects of reserpine, chlor- 
promazine, promazine and certain barbi- 


* Ritalin was contributed by Ciba Pharmaceutical Products Inc., 
Summit, New Jersey. 
** Second Assistant Physician, Delaware State Hospital 


turates. Clinical confirmation has been ob- 
tained through the successful treatment of 
barbiturate poisoning and such side effects 
of neuroleptic therapy as sleepiness, le- 
thargy, nasal congestion, tremors and park- 
insonism.* Schneider and Holden?’ adminis- 
tered this drug to monkeys with surgically 
induced parkinsonlike tremors and although 
the animals demonstrated typical psycho. 
motor stimulation, the frequency and dura- 
tion of pre-existing tremors were reduced 
for several hours. Ritalin apparently has a 
central stimulating effect on respiration, 
especially after the administration of mor- 
phine, which depresses the _ respiratory 
center. 


SAMPLE 


Ten patients, 9 female and one male were 
selected for this pilot study. They were 
from 22 to 74 years of age. Eight patients 
were diagnosed as schizonphrenic (4 cata- 
tonic, 2 paranoid, 1 simple, 1 hebephrenic) 
one as general paresis and one as psycho- 
neurotic, depressive reaction. Duration of 
illness varied from 5 month to 27 years, 
with an average of 15 years. Clinically, th 
patients were characterized by underactiv- 
ity, lack of energy and seclusiveness associ- 
ated with depression or indifference. These 
were the target symptoms to be modified by 
the action of Ritalin. 


METHOD 


The patients were treated on the ward 
in which they lived. Specially designed ob- 
servational records were kept by the ward 
physician and nurse. Special emphasis was 
given to recording evidences of activating 


: 
AY 
iy 
4 
otk, 
Be 
=, 
hes 
wine 
; 
| 
| 
| 
| 
| 
| 
: 
Pe 
| 


AucustT, 1958 


effects on the basis of motor activities and 
social behavior. 


All patients were examined daily by the 
ward physician. Somatic reactions were 
carefully recorded. To assure regular in- 
take, Ritalin was given intramuscularly. No 
irritation at the site of injection was noted. 
Starting with 10 mg. morning and noon, the 
dosage was increased by 10 mg. according 
to individual response. The maximal dose 
employed in this study was 60 mg. twice 
daily. The original schedule was maintained, 
although it was observed that in some pa- 
tients activating effect lasted only for ap- 
proximately one hour. 


The author also has administered Ritalin 
intravenously to a limited number of pa- 
tients in order to familiarize himself with 
the effect of this drug. As reported by 
others®:* Ritalin can be given safely this 
way, and no adverse effects on circulation 
or at the site of injection were found. This 
method is especially useful if an immediate 
effect is desired, since response to the in- 
jection usually can be observed within min- 
utes. If the response is not satisfactory, in- 
jection may be repeated to determine dos- 
age requirements. Although this screen- 
ing test was not routinely employed, it is 
believed that the described procedure has 
merit in eliminating patients in whom a 
poor response to this drug can be antici- 
pated. 


RESULTS 


Of the 10 patients treated over a period 
of 21 to 41 days (average 26 days) five 
showed definite signs of central stimulation, 
but only one patient showed concurrent im- 
provement. This patient was diagnosed 
psychoneurosis with depression. He started 
to improve three days after the initiation of 
therapy, and at the end of one month he 
had gained seven pounds and the depres- 
sion had disappeared. The other four pa- 
tients, who presented signs of activation 
without improvement in their behavior, were 
all chronic schizophrenics. They manifested 
aggravation of their psychopathology and 
began to show hostility and aggression. One 
patient, in whom the depressive mood and 
ideation was pronounced, showed marked 
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facilitation of thought. Formerly she was 
retarded, reticent and monosyllabic but un- 
der treatment she poured out her feelings, 
thoughts and beliefs. The depressive mood 
and ideation, however, remained unaffected. 
This increase in association and verbaliza- 
tion can be seen especially after intravenous 
injection and is similiar to what may be 
observed after intravenous Methedrine. 


A euphorizing effect, as often seen with 
Amphetamines or Iproniazid, was not evi- 
dent in our limited experience. Ritalin in 
parenteral solution seems to be a rapid 
acting drug with an effect lasting for ap- 
proximately one to four hours. Nine out 
of 10 patients lost from 1 to 21 pounds (an 
average of 8 pounds) during the course of 
therapy. There appears to be some ano- 
rexic effect similar to the action of Amphe- 
tamines with higher doses of Ritalin. Aside 
from this, side effects were mild and con- 
sisted mostly of tremors and dizziness. 


The action of Ritalin on blood pressure 
is variable. In five patients of our series 
the blood pressure remained unchanged. 
Three patients experienced a rise of 10 and 
20 mm. and in two patients the systolic 
blood pressure was increased 20 to 30 mm. 
When Ritalin was administered intraven- 
ously to normotensive patients, no signifi- 
cant blood pressure change was noted, but 
in one patient whose blood pressure was 
200/90 before intravenous injection of 
60 mg. Ritalin, the blood pressure dropped 
to 130/70 within 15 minutes while the pa- 
tient showed signs of central stimulation. 


COMMENTS 


Ritalin is a rapid and short acting central 
nervous system stimulant which can safely 
be administered by intramuscular and in- 
travenous route. Dosage must be individu- 
alized. In our experience it ranged from 
10 to 60 mg. Ritalin was administered in- 
tramuscularly to 10 chronically underactive 
and depressed patients ranging in age from 
22 to 74 years. Five patients responded to 
the drug with signs of central stimulation 
but only one showed clinical improvement. 
Nine out of ten patients lost weight during 
the course of therapy. Other side effects 
were mild and consisted of dizziness and 
tremors. A screening with intravenous Rita- 
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lin is suggested before initiation of therapy 
in order to eliminate those patients in whom 
a poor response to the drug can be antici- 
pated. 
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ABNORMAL EEG FINDINGS IN 


FUNCTIONAL PHYCHOSES 


J. M. GruENER, M.D.* and J. Cortat, M.D.** 


The purpose of this paper is to report 
abnormal electroencephalograms found in 
a group of 31 patients with diagnoses of 
functional psychoses (schizophrenic, manic 
depressive and involutional psychotic re- 
actions). From the total number of pa- 
tients with functional psychoses showing 
abnormal EEGs, the following categories 
were excluded because of probable influence 
on recorded patterns: (1) Concomitant 
brain disorders. (2) Patients undergoing 
somatic therapies. (3) Patients with his- 
tories of psycho-surgical treatment. 


It is the opinion of many authors that 
abnormal electroencephalograms are found 
more frequently in patients with functional 
psychoses than in a non-psychotic popula- 
tion. Kennard and Levy':? report 60% ab- 
normal findings in a group of 100 schizo- 
phrenic patients and 30% to 50% of ab- 
normal findings in another study. Hurst 
and others? found in EEGs of depressed 
patients a tendency towards slow rhythm 
and frequent occurrrence of fast alpha 
rhythm in manic patients. From 117 manic 
depressive psychoses 24% showed abnormal 
EEGs and 21% were found to have border- 
line EEGs. 


Chamberlein and Gordon-Russell* studied 
a group of 45 schizophenic patients and 


* Third Year Resident, Delaware State Hospital! 
** First Year Resident, Delaware State Hospital 


found 45% abnormal tracings. Others? re- 
ported the frequent occurrence of insta- 
bility, dysrhythmia and beta activity as 
well as slowing of the EEGs of patients 
with functional psychoses. 


All EEGs of this study were interpreted 
by the same electroencephalographer. Trac- 
ings were performed with an 8 channel 
GRASS EEG machine. The technique used 
was a combination of monopolar, bipolar 
and_ phasereversal electrode placement 
methods. Records were done when patients 
were awake and asleep. Hyperventilation 
for three minutes was invariably used. 
Tracings were divided to the following sub- 
types: (1) Normal tracing. (2) Slow ac- 
tivity. (3) Fast activity. (4) Generalized 
paroxysmal cerebral dysrhythmia. (5) 
Poorly developed pattern. 


SAMPLE: 


The 31 patients were admitted to the 
Delaware State Hospital from 1954 to 
1957. Table I gives diagnostic classifica- 
tion, range of age, average and sex. There 
were twice as many females as males. The 
ages ranged from 16 to 76 years, with an 
average of 42.3 years. Only 3 patients were 
older than 60 years. They showed clinically 
no signs of cerebral arteriosclerosis or 
senility. 


TABLE I 
TYPE OF DISORDER, SEX AND AGE 
Psychiatric Disorder No of Cases Sex Average Age Age Range 
M 
Schizophrenic Psychosis 18 6 33.5 16 - 50 
Affective Psychosis 9 2 55 25 - 76 
Involutional Psychosis 4 3 55.5 53 - 58 
TOTAL 31 11 42.3 16 - 76 
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TABLE II 
EEG Data 


Psychiatric Disorder 


Multi- Concor- Discor- 
No. of No. of Simple ple 
Cases EEGs EEGs EEGs EEGs EEGs Slow 


Findings 
EEG Poorly de- GP 
Fast veloped CD* Nor 


dant 


Schizophrenic Psychosis 18 35 7 26 9 15 3 1 13 2 
Affective Psychosis 9 14 6 8 6 8 7 - 1 3 3 
Involutional Psychosis 4 5 3 2 5 - 3 - - 2 ~ 
TOTAL 31 54 16 38 37 17 25 3 2 18 5 


* generalized paroxysmal cerebral dysrhythmia 


Table II correlates the abnormal EEG 
patterns with type of psychosis. It tells 
how many patients had single and multiple 
EEGs performed, lists how many of the 
multiple tracings were concordant (the mul- 
tiple EEGs of the same patient showing 
conformity of their pattern) or discordant 
(if there was no uniformity of findings). 
From the 54 EEGs of these 31 patients 49 
were found abnormal. More than 50% of 
those abnormals showed slow activity and 
nearly 40% generalized paroxysmal cerebral 
dysrhythmia. None of the 10 patients with 
the latter findings gave clinically evidence 
of epilepsy or organic brain disease. 


CONCLUSION 


The fact that patients with so-called 
functional psychoses have abnormal EEGs 


brings up the question whether their men- 
tal disorders are symptoms of an actual 
brain disorder or whether the abnormal 
EEGs are only secondary and concomitant 
findings. These findings are not only of 
theoretical but also of clinical interest, since 
they have a direct bearing on therapy. 
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THE UNMASKING OF A FUNCTIONAL PSYCHOSIS 


AS AN ORGANIC BRAIN SYNDROME 


H. B. Corrat, M.D.* 


It is important to bring up those cases 
in neuropsychiatry which challenge diagnos- 
tic accuracy. The “borderline” between or- 
ganic illness of the brain (in the medical 
sense of “morbid’’) and those called “func- 
tional” will give inspiration and advice to 
anyone engaged, without preconception, in 
the treatment and diagnosis of mental pa- 
tients. 


An “organic” change in the brain brings 
sooner or later a clear picture of mental 
signs, easy to diagnose in most cases. Never- 
theless, we find again and again that long, 
insidious onsets of many years in some of 
the cortial atrophies or arterio-arteri 
olosclerosis are not rare. 


Perhaps sometimes diagnosis is impossible 
because the lack of clear-cut signs or symp- 
toms complicates it. At other times, because 
we do not think of the possibility of such 
a marked process, we find that we are fac- 
ing vague, fluctuating, diffuse psychopath- 
ology. Nevertheless, these cases are im- 
portant from the scientific point of view as 
well as from the standpoint of treatment, 
care, assistance and outlook. 


A CASE REPORT 


A male patient was born in 1904. He 
was the first child in a family of three 
of which the last child died at the age of 
21. The other one is in good health. Both 
parents were described as “nervous” and 
incompatible and childhood was marked 
by continuous arguments and feuding. 


Social and financial status was high. The 
patient obtained a university degree and 
later took charge of his father’s business. 
He was married at 24 years of age. He 


* Second Year Resident in Psychiatry, Delaware State Hospital 


was never sociable or friendly and at the 
age of 28 or 29 he developed an irritable 
attitude and explosive behavior. He was 
always meticulous, perfectionistic and al- 
most obsessive. 


About 1942 he was referred to a psychia- 
trist because of overt anxiety. Four years 
later he began psychoanalytic treatment, 
which lasted for more than two years. 
Nevertheless his mental status became 
steadily worse and mood reactions appeared 
often. He was admitted to a private clinic, 
where a course of electroshock treatment 
was given. Following discharge, he seemed 
improved but soon regressed gradually, pre- 
senting depressive moods often. 


In 1952, he was admitted to the Penn- 
sylvania Hospital. He was described as 
being constantly preoccupied, excited, in- 
coherent at times, perseverating, profant, 
boisterous, explosive, tense, making noises 
and crawling on the floor. He was forget- 
ful, confused, untidy, aggressive, etc. Neu- 
rological examination showed hyperactive 
reflexes, left Hoffman’s sign and expressive 
aphasia for some words. EEG was normal 
but some subcortical changes were sus- 
pected. Later, he was described as having 
some memory loss, poor general grasp, 
poor attention and concentration, and sym- 
bolization, judgment and reasoning were 
impaired. Psychological tests were inter- 
preted in the form of a schizophrenic proc- 
ess, although an organic involvement was 
not ruled out. X-rays and other examina- 
tions showed findings within normal limits. 


He was discharged and diagnosed as 
“Schizophrenic Reaction, Undifferentiated 
Type,’ and as a second possibility, a 
“Chronic Brain Syndrome of unknown 
etiology.” 
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On admission to this hospital on De- 
cember 10, 1952, he was diagnosed as “In- 
volutional Psychosis.” He received seven 
electro convulsive treatments, with some 
improvement, and was discharged after four 
months of hospitalization. Seven months 
later he was readmitted and the former 
diagnosis of involutional psychosis was 
maintained although schizophrenic reac- 
tion was suspected. There were psychomo- 
tor agitation, mild paranoid ideation, inco- 
herence in speech, untidiness, insomia, in- 
comprehensible speech, lack of judgment, 
disorganized thought, rumination, persever- 
ation, lack of concentration and attention, 
etc. 


In March 1954, a course of Chlorpro- 
mazine was started. He received 800 mgs. 
daily. No noticeable change was abserved. 
One month later, a transorbital leucotomy 
was performed. He recovered and improved. 
He went home on weekends. In August the 
Chlorpromazine was discontinued without 
any improvement. Reserpine also was used 
without success. He regressed more and 
more, and the weekends were discontinued. 


In March 1955 evident perservation and 
odd, unexpected, jerky movements were 
noticed. Later, he began to walk with very 
short steps. A neurological consultation in 
June established that: “The patient ap- 
pears to have a frontal lobe syndrone.” The 
neurologist thought that no basal ganglion 
was involved. Throughout 1955 he re- 
mained agitated and restless, receiving 
either Reserpine or Chlorpromazine. 


In February 1956 another neurological 
consultation was requested. The neurolo- 
gist’s impression was that no organic brain 
damage was present. His behavior and 
mental status were still the same. In May 
another neurological consultation showed 
slight evidence of a focal right cerebral 
lesion involving both the cortex and sub- 
cortical structures. The pneumonencephalo- 
gram showed considerable cortical atrophy 
involving both frontal lobes and sylvian 
fissures, with bilateral dilatation of the 
lateral ventricles. In September he had 
several seizures and was given Dilantin. 
The jerky and purposeless movements were 
increasing constantly. They were chorei- 
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form in character, incapacitating the pa- 
tient to walk without help. 


On July 26, 1954, April 10, 1955 and 
February 14, 1956, repeated EEGs were 
normal. Laboratory findings were within 
normal limits. Spinal fluid taps, which were 
repeated, always showed normal findings. 


In June 1958 the neuropsychiatric status 
of the patient was characterized by a gross 
impairment of intellectual capacities, loss 
of memory and judgment, disorientation in 
time and place, lack of concentration and 
untidiness. 


Neurologically, we found gross choreic- 
athetotic movements, forced grasping, War- 
tenberg’s reflex, Hooking (Kleist’s sign), 
ataxia with body movements, adiadocho- 
kinesia and hypoactive tendon reflexes. 
These findings confirmed the existence of a 
cortical atrophy of the frontal lobe, with 
involvement of basal nuclei and frontoponto 
cereballum pathways. 


COMMENTS 


The patient received various kinds of 
treatment including psychoanalysis, elec- 
tro convvulsive therapy, drug therapy and 
T.O.L., to which he responded with only 
temporary improvement. It is worthwhile 
to remark that the onset of organic mental 
illness can be characterized by psychic 
symptoms only. Quoting Feuchtwanger: 
“The first symptoms noticeable in a syn- 
drome of the frontal lobe are impairment 
of judgment (impulsivity), moria, and in a 
less degree, disturbance of equilibrium. In 
the second place and later (generally) ap- 
pears the somatic components as disturb- 
ance of the movements. sensibility, sen- 
sorium, speech, memory and ideation.” 


Other authors define the following symp- 
toms for consideration of frontal lobe syn- 
dromes: (1) disturbance of mood and tem- 
perament, (2) disturbance of psychomotor 
activity and (3) intellectual disturbances. 


The reported case demonstrates the dif- 
ficulties of division between functional and 
organic diseases. This stresses the neces- 
sity of caution in diagnosis and therapy 
without exhaustive and repeated physical 
examinations. 
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UNDERSTANDING A CHILD’S NEEDS 


SHELDON W. WeElIss, Ph.D.* 


Approximately fifty per cent of all refer- 
rals made to the State of Delaware Mental 
Hygiene Clinic pertain to children and their 
problems. The desire for better guidance 
and help with the problem of understand- 
ing the needs of children is expressed con- 
stantly. If we can comprehend what is re- 
quired to provide a proper atmosphere con- 
ducive to good mental hygiene practices in 
child care, management and development, 
perhaps we will be able to solve more of 
the problems that come to the attention of 
mental hygiene clinics. 


The day of the “seen but not heard”’ 
philosophy of child rearing has almost dis- 
appeared. What has taken its place? Has 
the change resulted in better understand- 
ing and managing of our children? The child 
becomes our chief concern. It is about him 
that we ask: Why does he act the way he 
does? Why is he different from the boy 
next door? How can we help him to be- 
have differently from what he does now? 


Before we can begin to answer these and 
many more questions we should first try to 
investigate what goes into making the 
child who and what he is. A child lives, 
behaves and grows—but so does an onion. 
Unlike an onion or any subhuman organ- 
ism, a child “senses,” i.e., he feels, hears, 
sees, has emotions and thinks. To describe 
a child is to describe almost all of human 
nature. A child also is a social being and 
is subject to all of the factors in his social 
and physical environment for development. 
A child has needs, and these needs must be 
met in order to insure his proper develop- 
ment and maturation. 


One has only to look casually at the 
practices of child rearing in countries other 
than our own to contrast the various con- 
cepts of and attitudes towards a child’s 


* Chief Clinical Psychologist, Delaware State Hospital and 
Mental Hygiene Clinic 


nature. We can begin to see how the prac- 
tices of child rearing are related intimately 
to religious, ethical and cultural ideas, 
economic circumstances, social strata, po- 
litical doctrines, and in fact, an almost 
unending series of ideas, goals and pur- 
poses, for the most part far removed from 
the child himself. One might speculate that 
most of the traditional methods of child 
rearing stem from sources that have little 
relevance to the immediate needs of the 
child. It has been stated that civilized man 
has survived despite, not because of, the 
methods of child care! 


Before one attempts an investigation of 
the problem of child needs he first should 
look into his own personal biases, beliefs 
and prejudices to appreciate how these 
color his feelings and values. How many 
parents have conceptualized the role of 
their child before he has made his entrance 
into the world? At birth a child may enter 
a family which is benign or hostile simply 
because of the accidental choice of it sex. 
Parents who readily tend to the physical 
requirements of the child may be hostile 
to it because of the sex and may seriously 
hamper the child’s need for love, security 
and affection which are as vital as the need 
for physical care. Concommitant with this 
need is the requirement that the child be 
accepted as a unique individual who should 
be protected from the untoward feelings 
and biases of adverse parental influences. 


A child has needs for nutrition, sleep 
and activity. However, he has to develop 
at his own rate of growth and cannot be 
held to a rigid schedule based on what the 
child next door is accomplishing. This ap- 
plies to the child’s eating habits, need for 
rest, weaning or bowel-training. 


A child frequently is disturbed by emo- 
tional promptings such as anger, rage and 
grief, which search for some outlet or re- 
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lease in overt behavior. Frustration of this 
release can impel the child to react blindly, 
cruelly and destructively toward objects or 
individuals and even himself. It is hard 
for adults to comprehend the inner feel- 
ings thus aroused in a child and they in 
turn may react toward him with force and 
restraint. This may hamper the emotional 
maturation of the child. Although the 
adult may temporarily gain control of the 
child, the child loses the opportunity to 
learn how to control his own emotions. 
Failure of the child to regulate and pattern 
his emotional feelings and expressions in 
order to be freed of their urgency will only 
increase the child’s resentment and serve 
to keep him at an infantile emotional level. 


There is also a vital need for socializa- 
tion. The long period of care and protec- 
tion required to make a child self-sufficient 
and mature demands that he become a so- 
cial being. It is interesting to note how 
isolation from the group, be it family or 
society, is often used as a severe form of 
punishment. This is accomplished by exile 
from one’s country or witnessed in the 
words of the irate parent to a child: 
“March straight to your room and stay 
there until we call you.” Because of man’s 
unique nature—his intelligence, flexibility 
and socialization—he has produced complex 
cultures and civilizations. Any given so- 
ciety with its accompanying cultural stand- 
ards can require a minimum or maximum 
productivity from its members. If the so- 
ciety fosters more development of the 
potentials of its members, the individual 
can make further contributions to a better 
social world. 


As a member of a social group, a child 
has the task of learning how to get along 
with its members. He must respect those 
in authority and learn how to control his 
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conduct in keeping with the group’s cus- 
toms. This means that he must suppress 
many of his desires and accept temporary 
frustration for anticipated rewards. The 
child must familiarize himself with the 
mores of his group. However, if authority 
is experienced first by the child in the form 
of severe, coercive paternal figures, success- 
ful socialization will be thwarted. Resent- 
ment towards authority will be directed 
towards all authority figures. Here, then, 
is another great need for the child; that of 
accepting those in authority without de- 
veloping fear and conflict with them. 


From experiences with parents, siblings, 
teachers, ministers and others in his social 
world, the child develops a vital need to 
create an ideal of himself and the kind of 
person he would like to be. This image 
will include his experiences, emotions and 
feelings. They may be constructive prompt- 
ings toward positive achievement, or may 
take the form of negative or destructive 
urges which are seen in delinquent be- 
havior and in cases of mental disorder. 


To the child the world around him is 
large and perplexing. He meets daily situa- 
tions about which he feels inadequate. 
Faced constantly with the problem of 
adaptation to his environment, the child has 
a pressing need for the security of stable 
relationships both with his physical sur- 
roundings and human relationships. The 
maintenance of this security demands un- 
ending patience, understanding and toler- 
ance on the part of those responsible for 
the child’s development. 


These are only a few of the needs of 
a good mental hygiene approach to child 
rearing. It is to be hoped that with intel- 
ligent, responsible planning by parents, 
many of the problems of children seen in 
mental hygiene clinics may be eliminated. 
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SOME OBSERVATIONS ON THE USE OF VISUAL-MOTOR 


GESTALT TECHNIQUE IN GROUP TESTING OF PERSONNEL 


JOHN T. Drury, M.A.* 


One of the basic problems in the opera- 
tion of mental health facilities is the selec- 
tion and evaluation of personnel. Even in 
the employment of attendants from a very 
limited labor pool, it is important to elimi- 
nate the unfit and to obtain the best pos- 
sible service from those who are to serve 
in this important capacity. For the at- 
tendant spends more time with the patient 
than anyone else on the hospital staff and 
he can be the most important factor in the 
patient’s quick return to a useful and satis- 
fying role in society. Through the years 
the Delaware State Hospital has made an 
effort to test every attendant employed in 
its facilities. 


However, testing large numbers of peo- 
ple who are likely to be familiar with psy- 
chological testing presents special problems. 
Large numbers necessitate group testing, 
and group tests are seldom as good as in- 
dividual tests. In this setting, too, the in- 
ventory type of test, with many obvious 
questions, does not give the kind of in- 
formation desired. Hence there is a clear 
need for brief tests, easily scored and in- 
terpreted, that are well-disguised and prac- 
tically impossible for the subject to distort 
or structure. But the instuments used must 
yield sufficient information to make the 
procedure worthwhile. It therefore becomes 
necessary to use tests that are well-estab- 
lished and have a sufficient body of litera- 
ture and research results to give the tester 
confidence in results and interpretations. 
One way of attacking this problem is to 
adapt widely-accepted and well-validated 
individual tests to the group-testing situa- 
tion. 


* Clinical Psychologist, Mental Hygiene Clinic, Delaware State 
Hospital 


An instrument that takes only a few 
minutes to administer and _ frequently 
yields important findings as to organic 
functioning, intelligence, and _ personality 
problems is the Bender-Gestalt Visual- 
Motor Test. This test has a long history, 
going back to experimental work done by 
Max Wertheimer and others. The assump- 
tion of the Gestalt psychologists was that 
we tend to perceive whole images rather 
than a conglomeration of parts, and that 
we tend to organize these “wholes” accord- 
ing to principles of proximity, similarity, 
direction and inclusiveness. But Lauretta 
Bender pointed out that this was a static 
concept and that it failed to take into ac- 
count the drives and tendencies of human 
conduct, growth, retardation and develop- 
ment. Paul Schilder emphasized the idea 
that the organism reacts by a total process, 
with its total potential, to a total situation 
and adds something thereby to the experi- 
enced perception. Further experimentation 
has verified these concepts and tended to 
show that the perceiver completes Gestalts 
in a manner that is meaningful to him, to 
organize the perceptions according to sen- 
sory-motor patterns that are consistent with 
the developmental level, and to distort the 
configurations in a manner expected with 
certain pathological states organically or 
functionally determined. 


This experiment was designed to evaluate 
the results of an adaptation of the visual- 
motor Gestalt technique to the group pro- 
cedures. It was necessary to find out 
whether or not the stimuli were handled in 
the same way, if the same kind of distor- 
tions were obtained, if the test could dis- 
criminate between good attendants and 
poor ones, and if the results of this test 
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were consistent with, yet added to, the in- 
formation obtained from other tests in our 
battery (The Revised Beta Intelligence 
Tests, the Delaware Sentence Completion 
Test, the House-Tree-Person Test and the 
Projective Questions). 


The designs used by Bender and others 
were enlarged and placed on cards 14” x 22” 
(approximately 12 times the original size) 
and were then shown to the subjects (each 
of the nine cards for about 30 seconds) at 
a distance that roughly varied from five to 
twenty feet. The applicants were asked to 
reproduce the nine drawings on a regula- 
tion 844" x 11” sheet of paper as accurately 
as they could without using any aids other 
than the pencil. Full and free cooperation 
was always obtained, since this test is very 
easy to perform and is non-threatening 
even to anxious individuals. Other members 
of the staff used the test and varied the 
technique in the manner of Hutt by giving 
the subjects several sheets of paper, etc. 
Only those tests that were done in accord- 
ance with the foregoing instructions were 
used in this study. 


Qualitatively the results were in accord 
with those obtained from general popula- 
tions tested in the hospital and in the out- 
patient clinics. A greater variation in size 
of the figures was observed, as might be 
expected, since the patterns were unfamiliar 
to the subjects and the distance between 
the subject and the stimuli varied greatly. 
However, the same kind of primitivization 
(substituting responses of an earlier de- 
velopmental level), rotation (turning the 
designs upside down, or sideways), frag- 
mentation (reproducing only part of the 
design), etc., was demonstrated by dis- 
turbed persons on this test as is obtained 
on the individual testing. The same evi- 
dences of organicity were elicited by this 
method and the same degree of correlation 
was observed with intelligence tests. The 
latter is not too good, since there are ob- 
viously other factors than intelligence at 
work in this test, but it is in the expected 
direction. 


An attempt was made to quantify the 
results, using Pascal and Suttell’s method 
of scoring the visual-motor Gestalt test for 
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various deviations. The obtained scores 
showed a range from 21 to 171, with a 
mean of 63.5, the higher scores reflecting 
greater deviation from the stimuli and hence 
greater disturbance or dysfunctioning. 
These scores were compared with the intel- 
ligence quotients and the ratings of the 
Nursing Division as to the person’s stability 
and work record. 


The sample is small and a statistical ap- 
proach would be meaningless, so the results 
will be reported factually and numerically. 


The mean was used as a dividing or cut- 
off point and two groups were obtained: 
those with scores on the “Bender” above 
64 and those with scores below 63. The 
former group contained 16 persons, of whom 
9 were rated unstable and 7 were rated 
stable. The low score group contained 17 
persons, of whom 11 were rated stable and 
6 unstable. These results are in the ex- 
pected direction and tend to verify the im- 
pression that unstable or disturbed people 
do poorly on this test and obtain a score 
showing more deviation from the stimuli. 


A check was made against the obtained 
intelligence quotients on the Beta, and the 
normal (average group—from I.Q. 90 to 
109) was eliminated as fairly balanced. Of 
those who obtained an I.Q. below 90, 3 
showed scores on the Bender lower than 63 
and 5 showed scores higher than 64. Of the 
8 persons in the study who showed an I.Q. 
higher than 110, 6 scored below 63 on the 
Bender and 2 scored above 64. Again, these 
results are in the expected direction and 
show that intelligence is a large factor in 
this test. It also shows that these tests pro- 
vide some measure of checking against one 
another and further verifies our impression 
that there is some pathology present when 
there is a large discrepancy between the 
person’s performance on the Beta and on 
the Bender. 


Further study tends to show that bright 
people (1.Q. above 110) do not usually con- 
tinue employment in this capacity. This 
probably is so because they return to school 
or obtain better positions. Whereas the 
study shows that those of dull-normal in- 
telligence do continue in this employment 
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(a ratio of 6 to 2) and 4 of these are rated 
as good workers and stable. 


It is possible that this study was some- 
what defeated by its own efficiency since 
reports which were sent to the Nursing 
Division at the time of this initial group 
examinations may have facilitated better 
placement and adjustment of the worker 
to the job. However, this is the purpose of 
testing and no one would have it otherwise. 


It is the conclusion of this experimenter 
that this adaptation of the visual-motor 
Gestalt technique is a fruitful addition to 
our test battery and repays the brief time 
spent in administration. However, it is ob- 
vious that the test cannot be used alone 
and should not be used to arbitrarily elim- 
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inate candidates. It can serve the purpose 
of obtaining a better placement for a can- 
didate who shows signs of visual-motor limi- 
tations where he will feel more adequate 
and do a better job. It can, together with 
the other tests, pick out the highly skilled 
or very bright candidate and help the de- 
partment place this type of candidate in a 
challenging and satisfying position, where 
he will be more likely to remain. It also 
can help to pick out the unstable or emo- 
tionally disturbed candidate in order that 
he may be closely supervised and assisted 
with his own problems. All of these place- 
ments will make for the most advantageous 
use of all help available and a more efficient 
functioning of the whole institution. 
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THE RELATIONSHIP BETWEEN PSYCHOMETRIC FINDINGS 


AND BEHAVIORAL PATTERNS; A CASE STUDY 


Leon E. Petry, M.S.* 


The Wechsler Intelligence Scale for 
Children and the intermediate form Wechs- 
ler Bellevue Scale II have received increased 
and equal acceptance for evaluating the 
general intelligence level of children and 
adolescents. These scales offer excellent op- 
portunities for retest purposes to assess the 
development of individuals who have been 
previously examined. 


The most obviously useful feature of these 
scales is the division into verbal and per- 
formance batteries. The a’ priori value of 
this plan makes possible the comparison 
between abilities such as verbal facility, 
reasoning, manipulation of objects and 
perception of visual patterns. Of equal im- 
portance to the clinical psychologist is the 
diagnostic significance of the discrepancy 
between verbal and performance subtest 
scores. The variation between verbal and 
performance scales are frequently associated 
with some type of mental pathology. The 
larger the discrepancy, the greater the prob- 
ability of pathology. It has been noted 
that, in general, most mental disorders 
show greater impairment of functioning in 
the performance than in the verbal spheres. 
This holds true for every type of impair- 
ment along the continuum of psychoneu- 
rotic to psychotic disorders. Large discre- 
pancies between verbal and performance 
scores in favor of performance have been 
observed in those cases described as ado- 
lescent psychopaths and mental defective 
individuals. However, in general the clini- 
cian usually follows a rule of thumb that a 
variation of eight to ten points (the intelli- 
gence or I.Q. not far from average) between 
the two scales in either direction falls with- 
in normal limits. It has been noted that 
children of superior intelligence generally 
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do better on the verbal than the perform- 
ance part of the examination. 


In general, individuals who are overtly 
aggressive or commit crimes on the basis 
of neurotic conflicts are viewed as having 
a psychopathic character disorder. Shafer 
lists the prime characteristic features as 
weak integrative ability and underlying 
primitiveness of thinking, blandness, osten- 
tatious overcompliance covering a_ basic 
callousness and inability to empathize with 
others, impulsiveness, fabulizing and pre- 
occupation with anti-social behavior. The 
characteristic pattern obtained on_ the 
Wechsler Intelligence Tests is a superiority 
of performance over the verbal level. 


Jastak has observed that children with 
good intelligence who show inferior achieve- 
ment in most subjects usually manifest mal- 
adjustment of a social nature, i.e. truancy, 
stealing and sex offense. 


In the general population seen at the 
Mental Hygiene Clinic, children of school 
age constitute a large proportion of the 
patients. These children, showing a variety 
of behavioral problems and symptoms, fre- 
quently have had previous psychological 
evaluation. This prior testing serves as a 
valuable aid in comparing patterns ob- 
tained over a period of time. 


The purpose of this case report is to des- 
cribe the behavioral disorder of a child in 
various stages of development; to compare 
psychometric findings; to show how the na- 
ture of his disorders show a marked similar- 
ity with his life situation as to suggest 
psychogenic etiology and to illustrate the 
tenability that mental maladjustment fol- 
lows along a continuum. 


The report concerns a 15-year-old boy 
who originally was referred to the clinic at 
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the age of nine on charges of breaking and 
entering and behavioral difficulties. Years 
later he was referred again for breaking and 
entering and larceny. His latest referral 
includes the above reasons and severe emo- 
tional problems. 


BriEF PERSONAL HISTORY 


The patient is the older of two children. 
The case history includes little information 
regarding the patient’s younger sister. The 
physical history of the patient indicates that 
birth was normal, although lack of prenatal 
care and undernourished condition of the 
mother are reported to have left him sick 
for the first two years of life. At four years 
of age he had a “nervous breakdown,” had 
nightmares and could not sleep well. 


During this period of the patient’s life 
the parents were having marital difficulty. 
The mother stated that the patient wit- 
nessed many scenes between the parents 
and “feels that they had an effect upon 
him.”’ The mother is described as an attrac- 
tive woman, highly ambivalent with hys- 
terical and compulsive tendencies. Her 
understanding of the patient is essentially 
an intellectual one. The patient’s father 
was an aggressive alcoholic and unstable 
individual who often stated that his son 
would end up in a reform school. The 
parents separated early in the marriage 
(when the patient was approximately eight 
years of age, the divorce became final). 
The mother remarried when the patient 
was eleven years old in an attempt to 
stabilize her home life. 


The patient had difficulty with teachers 
in school but his work was reported to be 
good. He is said to have been an insatiable 
reader, resourceful and creative in school 
work. He was affectionate to his sister and 
is described as a likable boy who was easily 
led into trouble. Although he lacked an ego 
ideal he is reported to have developed a re- 
sourceful personality to some extent. In 
other reports the patient is said to have re- 
mained a nervous child who cried fre- 
quently. At the age of eleven he was re- 
ported to have suffered “blackout spells.”’ 
He experienced what was called an un- 
natural sex act around the age of thirteen 
and on another occasion was stuck for 
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sometime in mud up to his waist before he 
was removed. 


TEST FINDINGS AND DISCUSSIONS 


The patient was examined between the 
ages of seven and nine years. At that time, 
he was described as passive and dependent 
in his relationship to the examiner. The 
WISC, which elicited selective and vari- 
able effort from the patient yielded a full 
scale 1.Q. of 112, with a verbal of 106 and 
a performance I.Q. of 117. The discrepancy 
between verbal and performance scores is 
considerable as is the range of subtest 
scatter. The patient achieved a minimum 
weighted score of eight and a maximum 
weighted score of fourteen. The personality 
pattern analysis indicated that the patient 
had superior capacity, but his pattern of 
development was uneven and indicative of 
his maladjustment. Tests of perception, 
manual manipulation and planning, which 
refer to alertness of the organism, were 
superior for his age. On the other hand, 
tests related to interpersonal contact like 
verbal reasoning, judgment and ability to 
communicate were average. Alertness to de- 
tail, the hallmark of psychopathic adoles- 
cents, rated high. His acting out episodes 
were viewed as determined by mechanisms 
of compensation, hostility and rationaliza- 
tion. The tendency to identify with a fe- 
male figure blended into his feeling of in- 
adequancy and were complicated by 
attempts to manipulate his mother figure. 


Following this examination the patient 
received individual therapy for approxi- 
mately two years. During this time he is 
alleged to have remained out of trouble. 
Approximately two years after termination 
of therapy the patient again had difficulty 
which resulted in placement at an institu- 
tion for emotionally disturbed children. He 
was treated by a child psychiatrist for 56 
weekly sessions and relased on a trial visit 
with the following note: “It is my impres- 
sion that the patient’s super-ego has be- 
come gradually, in the process of therapy, 
much better integrated but still occasionally 
he has expression in which he shows weak- 
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Five months after discharge from the 
institution the patient was committed to 
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an institution for delinquent boys as the 
result of breaking and entering and larceny. 


On the psychological examination five 
years later (age 14-11) using. the 
Wechsler-Bellevue Scale Form II, a less 
select and variable pattern was elicited. 
The patient achieved a full scale I.Q. of 
126, verbal 129 and performance I.Q. of 
115. The discrepancy between the two 
scales was still wide but in a different direc- 
tion. The patient now achieved a verbal 
score which is 14 points higher than the 
performance score. The range of subtest 
scores was from 6 to 16. The subtest pat- 
terns remained fairly constant, with one 
notable exception; alertness to detail was 
now only slightly above average, being re- 
placed by tests related to manual manipu- 
lation and synthetic ability. The Wide 
Range Achievement Test indicated that the 
patient was capable of reading on the tenth 
grade level but arithmetical ability was 
only at the sixth grade level. This pattern 
frequently is associated with maladjust- 
ment of a personal nature. 


The most striking difference noted in 
comparing the findings of the two psycho- 
metric examinations was the reversal of 
verbal and performance scores. The patient 
functioned on a higher intellectual level 
than that previously obtained but the re- 
versal of patterns seems to indicate that 
he has, to some extent, begun to internalize 
his conflicts and to adopt new modes of 
behavior. This appears to be a tenable hy- 
pothesis in view of the fact that the patient 
has written several suicide notes and has 
been unable to face up to more aggressive 
boys in his cottage at the institution. Since 
being placed in a cottage with older boys 
and given unobstrusive protection and sup- 
port by boys and staff, the patient has 
begun to show conformity and stability at 
the institution. 


At the time of administration of the 
earlier psychometric, the patient was at the 
mercy of a disrupting environment and was 
unable to satisfactorily resolve any phases 
of his development. He was constantly sub- 
jected to an unstructed milieu, lack of ego 
ideal and mounting pressures. These factors 
undoubtedly contributed to the develop- 
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ment of an inadequate and weak ego and 
caused him to seek every opportunity for 
furtive outlets against those who could not 
retaliate. Weak integrative ability and 
underlying primitiveness of moral values, 
which have not progressed beyond the in- 
fantile stage of control, a basic callousness 
to punishment, and impulsiveness were 
prominent factors in the pattern of develop- 
ment. 


Subsequent psychotherapy and _ institu- 
tionalization provided structure and aided 
in the development of some ego strength. 
Presently his manner of allaying anxiety 
and guilt are by disassociation and flight 
into passivity. The masochistic pattern that 
developed out of his matrix of growth and 
development are expressed in his attempt 
to indentify with his father as a reprehensi- 
ble, guilty and punishable individual. The 
pattern that seems to be unfolding is a 
somewhat bland emotionality, covert hos- 
tility, guardedness and tendency towards 
disassociation. These are the danger signals 
noted in the development of the patient’s 
severe character disorder. Intellectual abili- 
ties are superior with widely uneven de- 
velopment of function. Synthetic, manipu- 
lative and verbal facilities are well de- 
veloped but contrast with weak develop- 
ment in areas pertaining to social adjust- 
ment, such as judgment, attention and 
reasoning functions. He is less alert to 
detail than previously, showing some 
tendency to restrict areas of awareness per- 
haps as a means of self-protection against a 
hostile and intolerant environment. On the 
other hand, this lack of alertness may be 
the result of changing behavioral patterns. 


It seems reasonable to assume _ that 
psychogenic factors,  institutionalization 
and psychotherapy have played important 
roles in his personality structure. It is ap- 
parent that some change in the personality 
structure has taken place, as noted in the 
psychological examinations. The principle 
that pathology follows a continuum seems 
well illustrated by the findings evidenced 
in the patient’s protocols. 


REFERENCES 


1. Wechsler, D.: Measure of Adult Intelligence, Baltimore, 
Williams & Wilkins Company, 1944. 

2. Jastak J.: Wide Range Achievement Test, Charles Story 
Company, 1946. 

3. Schater, Roy: The Clinical Application of Psychological 
Tests, New York, International University Press, Inc., 1948. 


ce 
4 
| 
% | 
| 


AucustT, 1958 


DELAWARE STATE MEDICAL JOURNAI 243 


THE ROLE OF THE PSYCHIATRIC SOCIAL WORKER IN 


EFFECTUATING VOLUNTARY SELF-COMMITMENT OF A 


MENTALLY ILL PERSON TO A PSYCHIATRIC HOSPITAL 


JOSEPH BERN, M.S.W.* 


This paper was written to point up the 
psychiatric social worker’s role (as well as 
possible approaches of other community 
workers) in guiding the mentally ill toward 
voluntary self-commitment. 


The case I shall discuss was brought to 
the attention of the Mental Hygiene 
Clinic by Mrs. Y’s family physician. He 
stated that Mrs. Y might be able to use 
the Mental Hygiene Clinic for out-patient 
treatment or that she might need to go to 
the psychiatric hospital. Mrs. Y complained 
to her physician of a fear of death, “strange 
feelings’ and dizzy spells, and he had pre- 
scribed medication which was designed to 
have a quieting effect on her. 


When she came to the Mental Hygiene 
Clinic for an interview she related that the 
medication was ineffectual and that in the 
last few days she had a greater dread of 
dying than before. She was afraid that her 
heart would stop, and she had choking 
sensations. She further stated that she felt 
so nervous at times that she told her hus- 
band that if she continued in this condition 
she “was going to kill herself.” She also 
stated that her three-year-old son was get- 
ting into everything and upsetting her so 
greatly that she “felt like taking a knife 
and killing him.” She complained that in 
the two days prior to coming to the clinic 
she could not sleep or eat and that she was 
afraid to eat anything offered her by her 
neighbors because she feared being poi- 
soned. In the interview Mrs. Y and I came 
to the conclusion that she was ill and 
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wanted help, and we agreed to explore how 
this help could be given her. 


The Clinical Director was contacted and 
the symptoms were discussed. He suggested 
that Mrs. Y be examined at the state 
psychiatric hospital with a view toward 
possible admission. Mrs. Y’s family physi- 
cian was contacted and we discussed the 
rapid deterioration which had taken place. 
I also discussed the Clinical Director’s 
recommendation that an immediate psychi- 
atric examination was indicated with a 
view toward possible hospitalization. Mrs. 
Y’s family physician concurred with the 
recommendation of the Clinical Director. I 
asked him if he would talk to her about 
going to the hospital for examination and 
possible voluntary commitment, since I 
knew that she trusted his judgment. Mrs. 
Y, after talking with him, agreed to go for 
an examination. 


I talked with Mrs. Y, her husband and 
her mother-in-law about what a _ possible 
voluntary commitment might entail and 
how it might be accomplished. Mrs. Y’s 
mother-in-law assured her that she would 
take care of the child while Mrs. Y went 
for an examination, and should a voluntary 
commitment be necessary, she promised to 
take care of the child for an indefinite 
period. I contacted the State Hospital, gave 
a report and determined that bed space was 
available. 


When the intake psychiatrist called me 
at the conclusion of his examination, he ad- 
vised that he had suggested to Mrs. Y 
that she commit herself voluntarily to the 
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state psychiatric hospital for treatment, 
and she did so. 


CONCLUSIONS: 


Each case in a Mental Hygiene Clinic 
involves a_ different individual and _ is 
handled difffferently by those connected 
with the case. I have tried to evolve from 
the experience of the Mental Hygiene 
Clinic some general statements which I 
think can be utilized by social workers and 
others who work with mentally ill persons 
in the community. They are as follows: 


1. Help the mentally ill person recognize 
that he is ill and that he wants to get well. 


2. Aid the mentally ill person in explor- 
ing his own stake in getting well and how 
he may be able to function more effectively 
when he is well. Help him to compare this 
hoped for state of well-being with how he 
functions when he is ill and help him to 
focus on how he may be affecting his family 
relationships, his work relationship and his 
community relationships. 


3. Explain fully to the mentally ill per- 
son what facilities are available for his 
examination, diagnosis and treatment. 


4. Show the mentally ill person that hos- 
pitalization on a voluntary commitment 
basis can be one of the suggestions which 
might grow out of an examination and can 
be one of the ways he can elect to help 
himself to better mental health. Discuss 
fully and completely what voluntary com- 
mitment involves. 


5. Help the mentally ill person to obtain 
competent psychiatric examination and 
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treatment either by helping him make di- 
rect contact with the psychiatrist or psychi- 
atric facility or by helping him and his 
family (where family involvement is pos- 
sible and advisable) to contact the psychi- 
atrist or psychiatric facility. 


Needless to say, there are many people 
who are mentally ill but can not recognize 
that fact. Efforts toward voluntary commit- 
ment may prove fruitless with them. In 
these cases involuntary commitment may 
be the only way to provide treatment. 


However, | believe that many mentally 
ill persons can be helped to take the first 
step toward voluntary self-commitment to 
a psychiatric hospital if community workers 
are taught that the mentally ill person 
often does have some awareness of his ill- 
ness and may have a desire to get well. 


Patience to talk and “get through” to 
the mentally ill person is the first essential 
ingredient, and understanding is the second 
vital component. Hospitalization of any 
kind has a frightening element of the “fear 
of the unknown” and may involve real 
pain and trauma. Development of this 
understanding should be a part of the com- 
munity worker’s training, to help relieve 
the fears which block acceptance of volun- 
tary self-commitment. 
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MEDICAL COURT CASES 


HOWARD NEWCOMB MORSE 


Counsellor at Law 
Member of the Bar of the Supreme Court 
of the United States of America 


6900 South Shore Drive * Chicago 49, Illinois 


“INCORRECT DIAGNOSIS” 


CHRISTIAN VS. WILMINGTON GENERAL HOSPITAL ASSOCIATION, INC. 


Supreme Court of Delaware 135 A. 2d 727 


This was an action against a hospital 
which employed an intern who allegedly 
failed to make a proper diagnosis. The 
Superior Court of New Castle County, Del- 
aware, directed a verdict for the defendant 
hospital at the close of the plaintiff’s testi- 
mony. The plaintiff brought writ of error 
to the Supreme Court of Delaware, which 
affirmed the decision of the lower court... 


The plaintiff, who was 16 months of age 
at the time of the injury, while playing in 
her home, fell on a glass bottle which broke 
and severely cut her right hand. The plain- 
tiff was taken by her parents to the 
Wilmington General Hospital and there 
treated by an intern then on duty in the 
emergency ward. At the time of treatment, 
the plaintiff was crying and struggling so 
that she had to be held by her parents and 
a student nurse then of duty. 


The intern examined the wound, treated 
and sutured it. In response to a question 
by the child’s father, the intern stated that 
the tendons of the hand were not severed. 
Several days later the plaintiff was again 
taken to the defendant hospital. She was 
again examined by the same intern, who 


noted that a stiffness had developed in the 


index finger of her right hand. At this time 
the intern did not diagnose the stiffness as 
having been caused by a severed tendon. 


Subsequently the plaintiff was examined 
at the Philadelphia Naval Hospital and her 
parents advised that the tendon serving the 
index finger had been severed, and that an 
operation would eventually be required to 
repair it. As of the date of the trial of the 
case in the Superior Court of New Castle 
County, four years following the injury, the 
operation had not been performed. 


The courts found that: 

1. it was entirely possible in examining 
the plaintiff according to the accepted 
medical standard for the intern not to 
have ascertained at the time of such 
examination that a tendon had been 
severed, 

2. the failure to ascertain immediately the 
severing of the tendon did not result 
from a failure to conform to the ac- 
cepted medical standard, and 

3. No permanent injury followed the fail- 
ure to discover the condition. 


The Supreme Court of Delaware declared: 
“It seems clear from the plaintiff’s case 
that the intern at the defendant hospital 
examined the infant plaintiff as any other 
doctor in the community would have ex- 
amined her under like circumstances. There 
is no evidence that his treatment of the 
wound and suturing failed in any respect 
to conform to the established standard for 
the medical profession.” 
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BOOTH VS. UNITED STATES 


AUGUST, 1958 


United States Court of Claims 155 F. Supp. 235 


The plaintiff brought suit against the 
United States (acting through the medical 
personnel of the United States military 
government in Germany) for malpractice, 
alleging that her husband’s death was 
caused by the failure of the Army medical 
personnel to use reasonable and proper skill 
and knowledge in diagnosing and treating 
her husband’s condition, thereby breaching 
the legal contractual obligation which the 
Government had assumed toward Booth, 
her husband. 


Army medical authorities and physicians 
in Germany incorrectly diagnosed Booth’s 
condition as aerophagia instead of carci- 
noma. As a result of the wrong diagnosis, 
the cancer grew to such proportion that 
Booth died. 


Lack of skill or care in diagnosis as well 
as in treatment is malpractice. Although a 
physician is liable for a failure to diagnose 
correctly if such failure is due to a lack of 
required skill or care, if he does use the 
proper degree of skill and care, he is not 


liable for a mistake in diagnosis. While the 
Army medical personnel in Germany, in 
their medical care and treatment of Booth, 
had to exercise that degree of care and 
skill ordinarily exercised by the medical 
profession in similar cases, it did not have 
to exercise extraordinary skill and care or 
the highest degree of skill and care possible. 
So long as the requisite skill and care 
were used, a mistake in diagnosis would 
not constitute malpractice. 


The United States Cuurt of Claims 
iound that the medical procedures followed 
by the Army medical authorities were the 
standard and accepted procedures for a 
case such as Booth’s. The Court stated: 
“In view of Booth’s long history of 
stomach trouble, the unchanging nature of 
his complaint, and the nature of cancer 
itself in its early stages, there was no rea- 
son to suspect the existence of cancer. . . 
The Army medical personnel, in view of 
the data reasonably available to them, did 
not fail to afford Booth the standard and 
accepted medical care and treatment.” 
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*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. 
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when psychic 
Symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 


Dartal promotes emotional balance 


Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 


Dartal is unusually safe 


At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 


for the management of both major and 
minor emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 
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ee Ral Fain ...give real relief: 


Average Dose 


Aspirin mg. (3 grains) 
Phenacetin (2¥2 gratis). lor2 tablets. 
Caffeine 30.mg. (¥Y2 grain) Narcotic blank required. 


Demerol hydrochloride... 30 mg. (2 grain) 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


~ Demerol (brand of meperidine), 
. trademark reg. U.S. Pat. Off. 


“a very superior brandy... Baynard Op tical 
Company 

: HENNESSY Prescription Opticians 


 GOGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


BAYNARD BUILDING MEDICAL CENTER 
5th & Market Sts. 1003 Delaware Avenue 


Wilmington, Delaware 
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PMB-200 


“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. ‘‘Premarin,’” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


No. 880, PMB-200 
ee bottles of 60 and 500. 
Also available as No. 881, PMB-400 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate bottles of 60 and 500. 


in each tablet). 


AYERST LABORATORIES ° New York 16, New York . Montreal, Canada 


**Premarin®'"’ conjugated estrogens (equine) Meprobamote licensed under U.S. Pat. No. 2,724,720 


PROTECTION AGAINST LOSS OF IN. Physicians—Hosfprilal— 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE Laboralory— Ineatid Supplies 
BENEFITS FOR YOU AND ALL YOUR 

ELIGIBLE DEPENDENTS. 


PHONE OL 4-8818 
ALL PHYSICIANS 
SURGEONS ‘ 


COME FROM DENTISTS 


801 N. Union Street 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS Wilmington, Delaware 
OMAHA 31, NEBRASKA 


Since 1902 
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BONADOXIN: 


STOPS MORNING SICKNESS...BUT 


deny a nutritional buildup 
plus freedom from leg cramps* 


STORCAVITE’ 


phosphate-free calcium, 10 essential 
vitamins, 8 important minerals. 
Bottles of 100. 


“due to calcium-phosphorus imbalance — 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., inc. 


DOESN’T STOP THE PATIENT 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.'-2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[{is} zero.'’2 

Is she blue at breakfast? Prescribe 
BONADOXIN. Usually just one tablet at 
bedtime stops nausea and vomiting 

of pregnancy... 


and just one supplies the 
full 50 mg. of pyridoxine. 
EACH TABLET CONTAINS: 


MECLIZINE HCI......... 25 meg. 
PYRIDOXINE HC!........ 50 meg. 
Bottles of 25 and 100. 


References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.: 
Minnesota Med. 40:99 (Feb.) 1957. 
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(Reserpine, Vale) 
~pthe.preferred drug where-anxiety or emotional agitation | 
must be controlled 


... provides sedation without hypnosis, o sense 
of relaxed wellbeing and tranquility 


elevated blood pressure in patients with 
mild, labile or essential hypertension 


Supplied: 0.1 mg. and 0.25 mg. tablets in bottles of 100, 
500 and 1000, or on prescription at leading 
pharmacies 


RAUWOLFIA 
SERPENTINA 


(Rauwolfia Serpentina, Vale) 


... double assayed to insure optimal therapeutic effect 
tested chemically to insure total alkaloid content 
tested bielegically te insare uniform hypotensive action 


| 


... achieves gradual lowering of the blood prewure, 
gentle sedation, tranquilization with prolonged 
effect e after cessation of therapy 


supplied: 50 mg. and 100 mg. tablets in botties of 100 and 
1000, or on prescription at leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS 
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famethoxypyridazine Lederle 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
"setter sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A singie 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references: 
1 Grieble, aS and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulf thoxypyridazi New England J. Med. 


2. Editortal: New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
*Reg. U.S. Pat. Off. 
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G-E molded cassettes cost less — 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidental opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in Y2-million flexings that left it bonded as 
firmly as at time of manufacture! 


PRICES: 5x/—$14.00 842—$16.50 8x10—$18.00 11x14—$23.25 
7x17—$23.50 10x12—$20.00 14x17—$25.25 


Your one-stop direct source for the 


FINEST IN X- RAY 


apparatus occ SOPVICE suppl ies 


DIRECT FACTORY BRANCHES 
BALTIMORE PHILADELPHIA 
3012 Greenmount Ave. ¢ HOpkins 7-5340 Hunting Pk. Ave. at Ridge ¢ BAldwin 5-7600 


FRAIM’S DAIRIES PATRONIZE 
Quality Dairy Products 


Since 1900 THE 
GOLDEN GUERNSEY MILK 
ADVERTISERS 


Wilmington, Del. Phone 6-8225 
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NEW TREATMENT 


‘Cardilate’ tablets 


Shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


| “Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
| Angina Pectoris, Circulation Van.) 1958. 


*"Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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<‘flavor-timed’’ dual-action 
CORONARY VASODILATOR 


SUBLINGUAL-ORAL 


NITROGLYCERIN — 
0.4 mg. (1/150 grain)—acts quickly 


CITRUS “FLAVOR-TIMER” — 
signals patient when to swallow 


PENTAERYTHRITOL TETRANITRATE — 
15 mg. (1/4 grain)—prolongs action 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 
1 tablet four times daily. 

Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


Bottles of 100. 


We maintain 
prompt city-wide 
delivery service 
for prescriptions. 


ef> 
CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


Ferris Rd. & 

Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial OL 6-8537 WY 4-3701 


about 


46 CALORIES 


per 18 gram slice 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicago 
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rst relieves apprehension, anxiety and irritability 


| 4 restores endocrine balance; relieves vasomotor 
and metabolic disturbances 


relaxes skeletal muscle; relieves low back pain, 


h tension headache 


© @ Each tablet contains: 
] Tre i i } Miltown (meprobamate, Wallace) . . .400 mg. 
2-methy!-2-n-propyl-1,3-propanedio! dicarbamate 
MILTOWN® CONJUGATED ESTROGENS Conjugated Estrogens (equine)... .. . 0.4 mg. 


piagencinsenegedmabin (EQUINE) Supplied: Bottles of 60 tablets. 
MUSCLE-RELAXANT ACTION ORALLY ACTIVE ESTROGEN 
Dosage: 1 tablet t.i.d. in 21-day courses 
with one week rest periods; should be 
e adjusted to individual requirements. 


4 
Wy WALLACE LABORATORIES, New Brunswick, N. J. Literature and samples on request 
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Faster rehab 


ilitation in 


Joint Inflammation and muscle spasm 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any singie antirheu- 
matic-antiarthnritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe ormiid, MEPROLONE-1may beindicated. 


SUPPLIED: Multiple Compressed Tabiets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide geil (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bot- 
ties of 100). MEPROLONE-S—S5.Omg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gei (bottles of 30). 


Because muscies move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient, 


MERCK SHARP & DOHME pivision of MERCK & CO., INc., Philadelphia im GB 
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Rheumatoid Arthritis 


multiple compressed tablets 


MEPROLONE Is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscies in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE is a trade-mark of Merck & Co., 


THE FIRST MEPROBAMATE-PREONISOLONE THERAPY Se 
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and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.") 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 
Each sodium-free BUFFERIN tablet contains acetyl- 


salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


-ECKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 
Fairfax 3002 Concord Pike 
Manor Park DuPont Highway 
Merchandise Mart Gov. Printz Blvd. 


PARKE 


Instilulional Supplier 
Of Fine Foods 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 
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p ing the emotional security often involved in overeating. AMBAR helps = 
THOUT JITTERS: Methamphetamine, a potent CNS augmenter, pro- 
duces less cardiovascular effect than amphetamine. | with just enough phenobarbital to prevent overstimulation. AMBAR 
EXTENTABS provide 10-12 hours of appetite suppression in one controll release, extended-action tablet: methamphetamine hydrochloride, 


10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR TABLETS for conventional dosage or intermittent therapy contain methamphetamine hydro- 
chloride, 3.33 mg.; phenobarbital ue 21.6 mg. A. H. ROBINS COMPANY; INC., Richmond, Virginia, Ethical Pharmaceuticals of Merit Since 1878 


WEIGHT REDUCTIO JITTERS AMBAR | 


them hold the diet line by giving the 


methamphetamine and phenobarbital 
AND 
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postoperatively 


e@ in pregnancy when 


vomiting is persistent 
e following neurosurgical 
diagnostic procedures 


e in infections, intra-abdominal 


nausea 
and vomiting 


VESPRIN 


Squibb Triflupromazine 


disease, and carcinomatosis 


e after nitrogen mustard therapy 


provides prompt, potent, and long-lasting control 

capable of depressing the gag reflex 

effective in cases refractory to other potent antiemetic agents 
may be given intravenously, intramuscularly and orally 

no pain or irritation on injection 


ANTIEMETIC DOSAGE: 

Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution — 1 cc. ampuls (20mg./ce.) 
Oral tablets —- 10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


Squibb Quality — The Priceless Ingredient 
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Alseroxylon less toxic than reserpine 
‘«.,.alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 

| Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 

4 Single Alkaloid, and Alseroxylon, a Compound Con- 


taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


just two tablets 
at bedtime 


Rauwiloid™ 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe 


Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and olkovervir 3 mg. 


for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
alseraxyion 1 mg. and hexamethonium chioride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 


A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 


which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: “Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 


and Suppositories. 


Smith Kline & French Laboratories Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.B. 


